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Abstract  
 
This paper discusses whether or not active voluntary euthanasia is morally 
permissible. The conclusion arrives at the statement that active voluntary euthanasia 
is morally permissible when certain precautions and requirements are met. The 
conclusion is reached through describing and applying, in practice, the various 
arguments to three cases. These cases explore personal stories regarding active 
voluntary euthanasia and include conflicting views of it.  
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Introduction 
 
Death is an unavoidable fact of life, though how and when it will occur is uncertain. 
What happens until then is up to the individual. We do not choose which family we 
are born into or how we die - in most cases. Of course there are some who choose to 
end their own life by committing suicide or there are those who, if possible, choose to 
use active voluntary euthanasia. 
Throughout our lives we have to make choices about education, whom to date, where 
to live etc. The question then in this project is: would and should we be able to 
choose how we want to die? Supposedly we are autonomous individuals, so therefore 
we should be allowed to make that decision on an individual level. In opposition, 
some would say that a natural death is the only right way to die since this is what 
nature intended, but in our advanced and evolved society could this be seen as an 
outdated argument?   
 
As we wrote in the paragraph above, many say that a natural death is the right way to 
die, but what if someone is diagnosed with terminal cancer or involved in a terrible 
accident which leads to paralysis? Would it then not be the right thing to do, if the 
individual wished this, to let them use active voluntary euthanasia?  Then again on 
the other hand we can ask: is it selfish to ask another person to assist in ending one’s 
life? And what are the consequences for those involved in ending that person’s life? 
There are many arguments for and against this topic, which we will emerge ourselves 
in and attempt to see them from both sides and try to provide the reader with enough 
information to make their own choice and opinion about active voluntary euthanasia. 
Following this section of the project we will define the six types of euthanasia; 
voluntary active and passive, involuntary active and passive, non-voluntary active 
and passive.  
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One of the arguments opposing active voluntary euthanasia is the ‘slippery slope’ 
argument i.e. “An ethical continuum or ‘slope’ the impact of which has been 
incompletely explored, and which itself raises moral questions that are even more on 
the ethical ‘edge’ than the original issue.” (“The Free Dictionary”). In other words, 
by legalizing voluntary euthanasia it could lead to more cases of involuntary 
euthanasia, impermissible killings, where the person has not given their consent to 
their passing. This can be seen as a valid argument, because who likes the idea of 
someone being able to kill you - without your consent? Many would claim that there 
is another word for this, murder.   
 
So what are we to do? It seems absurd that we are supposedly free individuals though 
we may not choose how to end our own lives. Then again, who are we to impose such 
a tremendous responsibility onto our physicians? We are asking them to go against 
the Hippocratic Oath, which they take when they finish their education.  
 
How can we make sure that active voluntary euthanasia will not end up in the wrong 
hands so to say? Can we foretell that no doctor will exploit active voluntary 
euthanasia in order to cover their mistakes in a failed treatment as Peter Singer argues 
in his article Should doctors kill patients? (Singer 1988: 1000-1001) This is one 
example of the slippery slope argument, which is commonsensical. One could argue 
that doctors have taken their oath and would not do this in order to harm their 
patients, but we are humans and we all make mistakes, especially if we are under a 
lot of pressure. Not saying that most doctors would use it as a cover up but some 
might be tempted and that is where the dilemma lies. Where do we draw the line if 
active voluntary euthanasia was to be legalized? When is it ethically and morally not 
defensible? These questions are some we pose in our project and hope to try to 
answer within the realm of philosophy.  
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Our problem definition is as follows: 
What are the ethical and moral arguments concerning active voluntary 
euthanasia and can these show whether or not it is morally permissible?  
 
When trying to answer this, we have come up with several research questions with 
sub questions: 
• What are the arguments for and against euthanasia? 
  - What are the most prominent and interesting arguments in the question of 
active euthanasia? 
• How does utilitarianism approach the topic of active euthanasia? 
  - What is the ‘slippery slope’ argument? And what does it entail? 
• How does deontology approach the topic of active voluntary euthanasia? 
• What is the difference between the various types of euthanasia? 
 
We realize that this is a broad topic and there are many angles which we could have 
chosen. We have chosen to focus on the philosophical aspect which entails ethics and 
morality of the action in active voluntary euthanasia. We will go through three 
articles. The first one about Debbie will be our main case; the two others will be 
supporting cases to give us multiple perspectives on the matter.  
 
Following this, we will go into detail and define the ideas of autonomy as well as 
ethics and morals. In addition, the different types of euthanasia and arguments for and 
against will proceed in an organizing manner to define what we are speaking of.   
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Motivation  
When we started our project, we did so with the intention of using two of the four 
dimensions: Philosophy & Science and Subjectivity & Learning. As we dove further 
into the project we found that we were trying to force the two dimensions onto our 
project, which would cohere to the direction in which we wanted our project to steer. 
As we were all very interested in the dimension of Philosophy & Science and we felt 
that we would get the best possible project through that particular dimension, we 
finally agreed upon just using Philosophy & Science.  
When we had group formation we started out with the idea of working with “Free 
Will” and as we were talking about topics, the ethical question of euthanasia came 
up; we all found this question to be very interesting. During our conversations and 
discussions, we kept going back and forth between different opinions. We saw “Free 
Will” as an opportunity to delve deeper into the different kinds of euthanasia but we 
later found that “Free Will” would not fit with the ideas we had for our project and so 
we decided against the idea and moved on.  
During one of our Philosophy & Science lectures, we watched a video from Harvard 
University by Shelly Kagan, which raised some ethical questions that we found very 
interesting. The episode dealt with the question; whom would you choose to save if 
you could? For example, would you choose the person you love or five unknown 
children? Would you kill one in order to save five others? A so-called trolley case. 
We found some of these questions very interesting and they lead to further 
discussions.  
When we started looking into specific theories and theorists, we were drawn to Shelly 
Kagan for obvious reasons; as we looked at his work, he was also good at introducing 
other theorists in his books.  
)"
"
When we had the theories we wanted to work with we chose to concentrate on three 
cases, It’s over Debbie, Ken had the right to die the way he wanted and Cancer dad 
joins fight against euthanasia bill saying: 'I'm glad that I decided to live’. These 
cases have the dual effect of helping us understand the theories and arguments that 
we have decided to utilize in our project to a much greater extent.  
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Dimensions 
 
In this project, our aim will be to cover one of the four dimensions: Philosophy & 
Science.  
Philosophy & Science will be an integral part of our project, as we will be focusing 
solely on the moral and ethical aspects of active voluntary euthanasia. The essence of 
Philosophy & Science is an incorporation of philosophical reflections (“Study 
Guidelines for The Basic Studies in the Humanities”). These reflections are utilized 
in fields of inquiry such as questions on ethics, philosophy of law etc., that is 
questions concerning morally right and wrong actions, liability and rights.  
We will be asking, and attempting to answer questions of ethics and morality such as: 
is it ethical and morally correct that doctors and patients have the personal freedom to 
decide when the patient should or will die?  
We will attempt to specify and discuss the various pros and cons of euthanasia with 
help of philosophers: Jonathan Glover, Shelly Kagan, Peter Singer, and the theories: 
utilitarianism and deontology.  
According to consequentialism, the correct moral way to act is determined solely by a 
cost-benefit analysis of the consequences that your actions may have. This means that 
an action is morally right only if the consequences are favorable (”Internet 
Encyclopedia of Philosophy”). 
The theory of deontology is based on morality principles of obligation. Deontology is 
also known as non-consequentialism since the principles are obligatory, and does not 
consider the consequences as the only normative factor as utilitarianism does. 
(”Internet Encyclopedia of Philosophy”)  
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Delimitation 
 
This project could have gone in several directions; so this section will point out, 
which topics and aspects we have not touched upon, but if the time and the pages had 
been unlimited we would have done it. 
In the beginning we had considered using the topic of religion as well, because ethics 
and morality are often closely tied to what religion deciphers between what is right 
and wrong. If we had chosen religion it would have made the project too broad, 
because we already had some ideas of how we wanted the project to be. If religion 
were to be included, in relation to the discussion of active voluntary euthanasia, we 
would have had to research all possible religions, and we did not have the time and 
resources to correctly do so. It seemed that placing the religion aspect into the 
arguments would have been a project in itself. A few other aspects that we found 
really interesting, but decided to eliminate, were the political and economic aspects. 
These topics have not been included in the project, because it would have pointed the 
project into the direction of legalizing euthanasia, and that was not in our interest to 
discuss.  
Instead our project focuses on philosophy and science and therefore we have been 
more concerned about answering the question of whether or not active voluntary 
euthanasia is morally permissible. The aspects mentioned above would have been 
difficult to put into the project, if we also wanted to answer the question about the 
moral permissibility of active voluntary euthanasia.  
In the analysis section of our project we analyzed three cases and they were chosen 
with a great deal of consideration. Furthermore, while we were analyzing the cases 
there were certain points we had to leave out because they held no relevance to our 
problem formulation. The three case studies involve people who suffered from life 
threatening diseases. We could have chosen to incorporate a wider range of situations 
where euthanasia could be an option in the discussion of active voluntary euthanasia, 
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such as extremely disabled people or people with mental health problems. We 
thought that this would be too broad of a scope, if we wanted to cover it properly and 
go into depth within the duration of 100 pages. It was really important for us to cover 
the topic active voluntary euthanasia from different angles, so while we were writing 
the project we discussed the possibility of including the perspective of some 
organizations for euthanasia. However, this would have been too political and the 
project would have moved away from the ethics and morality aspect which we had 
chosen early on. In general we brainstormed a lot about how we could answer our 
problem formulation in the best way possible and what our interest was.  One thing 
that has been important throughout our project was to avoid being too subjective and 
to draw conclusions from our own personal opinions in the analysis. Our personal 
opinions will be mentioned in the discussion part of the project.   
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Ethics and Morality 
 
How can ethics and morals be defined and how do these definitions associate with the 
discussion of active voluntary euthanasia and its measure of morality? In this section 
we will discover how ethics and morals play an effective role in the discussion for 
and against active voluntary euthanasia, as well as in the definitions that we will draw 
upon in our discussion. To understand how active voluntary euthanasia is viewed 
ethically and morally, we must be able to define and recognize how ethics and morals 
play a role in our everyday lives. By doing so, we can place the concept of active 
voluntary euthanasia in relation to what our common intuition says about the morality 
of this act. We find it vitally important to do so, not only to set boundaries for 
ourselves while analyzing, but also to clearly state in which realms we will be 
working within. This will then assist in discussing the various arguments, for and 
against active voluntary euthanasia.  
Why is it important for ethics and morals to be defined within the context of active 
voluntary euthanasia? These two elements of ethics and morals are the backbone for 
the discussion of active voluntary euthanasia; how the common intuition of moral 
conduct and more specifically theorists within utilitarianism and deontology would 
respond. How can we analyze the individual arguments if we are not certain how 
ethics and morals come into play when speaking of active voluntary euthanasia?  
Most of us “share a common moral outlook which we might call commonsense 
morality” and this forms ethics, also known as moral philosophy (Kagan 1998: 25). 
Moral philosophy contains the guide as to how one should rightfully live life “(…) 
defending and recommending concepts of right and wrong behavior” (“Internet 
Encyclopedia of Philosophy”). Moral philosophy does not contain all the right 
answers; however, it can guide us to arrive at them (Kagan 1998: 1). Moral 
philosophy is inevitably involved in everyone’s day to day lives. One could say that 
people are each other’s judges of character on a daily basis. Most people share this 
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common moral outlook (Kagan 1998: 1) and this serves as a base line as to how 
people should act and therefore react; thus causing a reason for judgment of character 
and proper use of the ‘general law of ethics’.   
 
There are three basic areas in which moral philosophy can be divided into: 
metaethics, normative ethics and applied ethics (Kagan 1998: 2). Metaethics is 
concerned with answering questions such as: “What is the function of moral 
discourse? What is the place of values in the world of persons and things? What is 
the point of morality?” (Kagan 1998: 4). Metaethics are useful in defining where our 
ethics come from, as well as their role in society in relation to what they exactly 
mean (“Internet Encyclopedia of Philosophy”). Normative ethics and applied ethics 
seem to be the two areas that are readily available and relevant concerning our 
discussion with active voluntary euthanasia. We will not be working with metaethics, 
but rather normative ethics and applied ethics, because we find the latter much more 
necessary and directly relevant to our analysis. Some moral philosophers, such as 
Shelly Kagan, seem to believe that there is no independence between metaethics and 
normative ethics. However, we agree with other moral philosophers that there can be 
drawn a sharp distinction between metaethics and normative ethics. Metaethics is 
“concerned with the second-order questions about the nature and point of morality, 
while normative ethics is concerned with ground-level questions about how one 
ought to live” and these two questions can be found distinctly different from each 
other (Kagan 1998: 5). Metaethics does not comply with the direction of our 
discussion of ethics, for we are not concerned about the impact of ethics’ history or 
why it became; hence the use of normative and applied ethics.  
 
Due to the fact that applied ethics is a continuum of normative ethics, it therefore 
uses and applies these general principles, defined in normative ethics, “to particularly 
difficult or complex cases” (Kagan 1998: 3); this is in itself a critical part of moral 
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philosophy thus this is how we will be analyzing the different cases that discuss and 
use active voluntary euthanasia (Kagan 1998: 3). In practice, applying these rather 
abstract and open basic principles to complex situations can be difficult. Often the 
moral judgments assumed under difficult cases remains disputed.  
 
Normative ethics are concerned with how to act, how to live, and what kind of person 
one should be. Specifically, normative ethics “attempt[s] to state and defend the most 
basic principles governing these matters” (Kagan 1998: 2) on regulating conduct, 
which duties to follow and thus the consequences. Although, the question of how one 
should live is so pressingly important to moral philosophy, it is almost dogmatic as to 
how we can answer this question. Moral philosophy is often thought of as a simple 
matter of opinion rather than a set of applied guidelines on how to live life. Hitherto, 
when commonly given an example, such as burning a child just for the pleasure of 
watching him suffer, people react with a strong sense of right and wrong. Most 
rational and mentally healthy people would agree with the truth of this statement 
(Kagan 1998: 1). Commonly, most human beings, question whether or not the 
morality of acts are morally- permissible or forbidden. This goes hand in hand with 
the doing and allowing distinction. The doing and allowing distinction is important 
within the realm of euthanasia; since the distinction determines if we are talking 
about active or passive euthanasia. Many moral philosophers have a predisposed idea 
of what is morally wrong and morally worse when it comes to doing harm or 
allowing harm. Due to the fact that many moral philosophers feel doing harm is 
worse than allowing harm, it creates the perfect setting for our discussion as to why 
active voluntary euthanasia is such a controversial matter (Kagan 1998: 94-95).  
 
As it will be mentioned in the portion of the project discussing the different types of 
euthanasia, a discussion of the doing and allowing distinction will take place here in 
relation to ethics and morality. The doing and allowing distinction commonly leads to 
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controversy on whether doing harm or allowing harm is worse and what ethical value 
it carries. Therefore this particular discussion will take place here, so an 
understanding of what the ethical and moral complications within active voluntary 
euthanasia are.    
 
The doing and allowing distinction draws a fine line between the beliefs of 
consequentialists support utilitarianism, but in this section we are referring directly to 
consequentialists and deontologists. Unlike the deontologists, consequentialists do 
not recognize any “intrinsic normative significance of harm doing” (Kagan 1998: 
95). Therefore, while compared to allowing or failing to prevent harm, the 
consequentialists would state that there is nothing exclusively significant of 
someone’s harm doing. This belief is due to the fact that the consequentialists’ 
concern is the amount of overall good that can be achieved; if this good can be 
achieved through doing harm to prevent an even greater level of harm then it is 
acceptable. The end results and consequences are all that have value according to 
consequentialists, therefore it is rather insignificant if harm was allowed or done 
(Kagan 1998: 95). On the other hand, some deontologists value how harm has been 
delivered; “(…) thus the deontologist seems committed to the view that the distinction 
between doing and allowing has intrinsic normative significance” (Kagan 1998: 95). 
Although all acts of harm are forbidden, doing harm weighs much more heavily, in a 
moral perspective, than allowing harm. In sum, allowing harm is morally important 
however, doing harm is just more important (Kagan 1998: 96). 
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Autonomy 
 
To understand whether autonomy is relevant, in the given case studies we will be 
analyzing, an understanding of the term must be defined and accepted. The following 
section will do so in a manner, so the concept of autonomy can be related to active 
voluntary euthanasia within utilitarianism, consequentialism and deontology. This 
way it will help show how autonomy is incorporated as a pro-argument in active 
voluntary euthanasia. Later it will be used in our analysis as a way to show how 
people, who are dealing with the question of active voluntary euthanasia, struggle 
with their dignity and their right to decide for themselves; they might be influenced 
by relatives, doctors or other people who have an opinion about their situation. In 
other words using autonomy as an aspect of the arguments we have chosen makes a 
lot of sense because it is namely a question, which is dealt with in complicated 
situations, such as the question of active voluntary euthanasia.  
 
When defining autonomy it is clear that it is a commonly used aspect within moral 
philosophy, which emphasizes independence, individuality, formation of personality 
and authority. It stresses that individuals should be allowed to decide for themselves 
and therefore be able to take responsibility for their own actions without having to 
answer to anyone else, thus upholding self-determination and self-governance 
(“Internet Encyclopedia of Philosophy”). Using autonomy as a tool for self-
comprehension and subjective drive, it helps lead people into a strong 
individualization and acceptance of transgressive behavior, which people find 
uncomfortable. This includes both direct performance requirements and requirements 
for the personal development, both of which ultimately aims at defining individual 
needs and focuses mainly on the individual patient in each medical situation, 
especially when using active voluntary euthanasia as a focus.  
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Autonomy obtains a competent role in the discussion of active voluntary euthanasia 
when considering the moral ability to decide when to die. This ability to choose when 
you want to die is the main concern of autonomy, in relation to active voluntary 
euthanasia, and this is why we have chosen to concentrate on moral autonomy and 
personal autonomy which are the two aspects that make sense within our view on 
active voluntary euthanasia. Moral autonomy “is the capacity to deliberate and to 
give oneself the moral law, rather than merely heeding the injunctions of others” 
(“Internet Encyclopedia of Philosophy”). In other words, moral autonomy is the 
ability to uphold the general moral law without being persuaded and influenced by 
everyone else. Personal autonomy “is the capacity to decide for oneself and pursue a 
course of action in one’s life, often regardless of any particular moral content” 
(“Internet Encyclopedia of Philosophy”). Despite what some might say is morally 
right or wrong, the person obtains autonomy and courage to do what they themselves 
feel is best and morally right in the situation. Depending on the different values that 
the individual has and how these cooperate with the given situation, determines 
whether autonomy has been reached and dealt with in the right way for the 
individual, instead of the universal principles that tend to rule the commonly shared 
values and norms.  
 
Speaking of active voluntary euthanasia and whether it is voluntary, involuntary or 
non-voluntary is especially where autonomy becomes critical. Active voluntary 
euthanasia is the only form of euthanasia where the individual has explored their 
options, yet settled upon ending their lives because they themselves feel it will yield 
the best consequences for all parties involved, especially themselves.   
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Types of Euthanasia 
 
Active voluntary euthanasia, also known as physician-assisted suicide, is illegal in 
Denmark. It is, however, legal in the European countries of the Netherlands, 
Belgium, Luxembourg and a few states in America (“Places in the World Where 
Euthanasia or Assisted Suicide are Legal”). Active voluntary euthanasia is the act of 
bringing someone to death, thus it is a very controversial subject matter (“Internet 
Encyclopedia of Philosophy”). Killing individuals by taking a direct course of action 
to end their life is why active voluntary euthanasia is spoken of with such 
controversy. Controversy is usually provoked by ethical and moral issues, which can 
arise when arguing for and against the use of active voluntary euthanasia.    
To understand the significance of active voluntary euthanasia, in relation to the 
controversial discussion of whether or not it is morally permissible, we felt it 
necessary to research the other types of euthanasia as well. We can see how active 
voluntary euthanasia is the most controversial form in comparison to the others 
through grasping a clear understanding of what each form clearly entails. We will not 
be discussing the legality of euthanasia; on the other hand we will in fact discuss how 
the ethical arguments for and against active voluntary euthanasia differ. First off, we 
will take a deeper look into the different types of euthanasia, which will eventually 
lead us to which specific arguments are pertinent to the discussion of active voluntary 
euthanasia.  
There are six types of euthanasia altogether; active and passive euthanasia are the 
main categories in which voluntary, involuntary and non-voluntary euthanasia fall 
into both main categories. 
While active voluntary euthanasia is consciously bringing someone to death, also 
defined as harming them (“Internet Encyclopedia of Philosophy”), through direct 
means, such as injecting a patient with a high dosage of morphine; passive voluntary 
euthanasia is the act of allowing someone to die. Removing their feeding- or 
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breathing tube could exemplify allowing them to die, and waiting until a natural loss 
of air or starvation would eventually lead to death (“Internet Encyclopedia of 
Philosophy”). The deciding factor of doing harm or allowing harm determines 
whether euthanasia is passive or active voluntary euthanasia. The doing of harm are 
measures taken directly towards the patient to ensure that harm, otherwise death in 
this situation, will eventually be reached. The allowing of harm can be seen as a 
standby participation; nothing will be given to ensure that the patient succumbs to 
death. Measures will be taken though, to remove life preserving assistances so death 
will follow naturally. There is a strong intuition, commonly shared by most people, 
that doing harm is worse than allowing harm. This intuition is based upon the conflict 
of interest in a moral sense of the direct influence, by doing harm in the situation, 
which then leads to the desired consequences. This ethical and moral discussion of 
the doing and allowing distinction has been taken into further detail in the ethics and 
morals section of the paper.  
The next three possible types of euthanasia can be regarded as sub-categories under 
the opposite categories of active or passive euthanasia.  
Voluntary euthanasia is when the individual him or herself has made the decision that 
they wish to die and have done so because they are still “mentally competent and 
adequately informed” (Singer 2001: 157).  In the case of voluntary active euthanasia 
it is the act of administering a high dosage of medication to a patient, which they 
must swallow themselves (Glover 1977: 182). Voluntary euthanasia can also be in 
the form of passive euthanasia, where the doctor may go in and stop the patient’s 
source of oxygen and nutrition because the patient has placed the request themselves. 
If the person does not adhere to full mental competence up to the moment of death, 
they must have a written request for euthanasia. This request must be aligned with 
special and specific guidelines to the situation in which they wish to die. This is an 
important criterion for it to be considered voluntary euthanasia (Singer 2011: 157).  
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Another sub-category of active and passive euthanasia is involuntary euthanasia. 
Cases of involuntary euthanasia tend to be rare but have occurred (Singer 2011: 158). 
The killing of an individual can only be regarded as involuntary euthanasia, if the 
individual, though not giving consent, was freed from his suffering and pain, 
therefore disregarding murder (Singer 2011: 158). This category of euthanasia is 
killing someone for supposedly his own good but in complete neglect of his own 
views on the matter. Not only does this include killing the individual, even though he 
has uttered his preference for staying alive, but likewise the avoidance to find out his 
views and then killing him anyways. The doctor may administer a high dosage of 
morphine or deny the patient of the technologies keeping the person alive, which 
results in involuntary active or passive euthanasia. Involuntary euthanasia tends to 
parallel dire side effects to all the individuals involved in the situation, such as family 
members and loved ones, because the act goes directly against the patient’s wishes 
(Glover 1977: 191).  
 
Non-voluntary euthanasia is the third sub-category of euthanasia. Doctors are often 
the ones seen taking advantage of non-voluntary euthanasia to aid their ill patients; 
these patients tend to be in a vegetative state and maybe also severely disabled. This 
patient is thus unable to give his opinion about the matter but he is killed anyways, 
because it is found to be in the patient’s best interest (Glover 1977: 191). An example 
of this would be a child born with abnormalities, such as severe disabilities, that 
cannot be treated. In this case non-voluntary euthanasia may be suggested by the 
doctor or preferred by the parents, thus ending in active or passive non-voluntary 
euthanasia of the child.   
All types of euthanasia are controversial due to the two central problems: “When, if 
ever, is it justifiable to conclude that someone’s life is not worth living? And, if we do 
think someone’s life is not worth living, what should our policy be?” (Glover 1977: 
192). These viable questions can be clearly related to active voluntary euthanasia. 
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Due to the controversial nature of active voluntary euthanasia and the direct ethical 
and moral baggage implicated on the word, our analysis and discussion will be 
composed of arguments, for and against, the use of active voluntary euthanasia.  
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Methodology 
 
We began the semester with the intention of writing a project about free will. 
However after we met as a group we became attracted to the idea of euthanasia, as 
well as the questions in the realm of morality which arise when discussing 
euthanasia. After many group meetings and controversy we finally decided upon 
euthanasia in the discussion of morals and ethics because it held such a large interest 
for all of us. Euthanasia, especially active voluntary euthanasia, is a very 
controversial topic. It is controversial due to the idea of morality and ethics in 
combination with pleasure and pain and the happiness of the individual.  
Active voluntary euthanasia is the act of bringing someone to death (“Applied 
Ethics”).  It is a very controversial subject of matter due to the fact of killing the 
individual, through taking a direct course of action to end their life. This can be done 
with a lethal dose of morphine being injected in the patient to end their life upon their 
own wishes. Ethical and moral issues arise when arguing for and against the use of 
active voluntary euthanasia.    
Some questions can be asked when discussing euthanasia: “When, if ever, is it 
justifiable to conclude that someone’s life is not worth living? And, if we do think 
someone’s life is not worth living, what should our policy be?” (Glover 1977: 192). 
These viable questions can be clearly related to active voluntary euthanasia and this 
is why we wish to focus solely on active voluntary euthanasia as the backbone for our 
analysis of the arguments.  
The analysis portion of our project is one of the most important parts of the whole 
outcome. The analysis is in place so we can review and criticize the arguments for 
and against active voluntary euthanasia. These arguments will be dissected to see if 
they hold any worth in the discussion of the morality of active voluntary euthanasia. 
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We hope we will thus be able to clearly say if active voluntary euthanasia is morally 
permissible, after we have analyzed the arguments and find out which side outweighs 
the other side of the spectrum. This will then be concluded in the discussion as well 
as in the conclusion section of the project. 
Our analysis strategy is based upon the retrieval of the chosen theories, which are 
listed in our theory section. They will lead us through the analysis of the arguments 
for and against active voluntary euthanasia. When analyzing the arguments, we will 
be using Alec Fisher’s method in order to see if the arguments are valid. When using 
his method, we will be listing the premisses and the conclusion in a section dedicated 
to the specific arguments. Thereafter, we will be trying the premisses in the analysis 
of the cases to see if the conclusion will follow and thereby determine whether or not 
the arguments can be proven to be valid. To conclude on whether or not active 
voluntary euthanasia is morally and ethically permissible we must analyze the given 
arguments, both for and against euthanasia, with the help of our chosen theories.  
The analysis will be conducted in order of firstly discussing the arguments for active 
voluntary euthanasia and then secondly discussing the arguments against. The 
theories being used in the analysis for and against active voluntary euthanasia will be 
placed before the actual analysis providing background information. We feel that this 
chronological order will make sense while reading so the theories are fresh before 
going on to the analysis.  
Empirical data has a role in our project of leading us from theory to a philosophical 
conclusion on whether or not active voluntary euthanasia is morally and ethically 
permissible. Our theories of utilitarianism and deontology will aid us in analyzing the 
arguments for and against active voluntary euthanasia. Utilitarianism is the 
combination of consequentialism and welfare hedonism. It is the most popular branch 
of consequentialism (Kagan 1998: 2). In the analysis we will mainly be referring to 
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utilitarianism, which as stated before is the combination consequentialism and 
welfare hedonism. In opposition to this is deontology.  
Utilitarianism speaks about pleasure and pain and that the act, which provides the 
best outcome or consequence, is paramount. Deontology speaks of the duty of the 
individual in relation to obligation which is irrespective to the consequences. These 
different theories will provide different and oppositional view points towards all 
aspects of active voluntary euthanasia and quite specifically to the argumentative 
points for and against active voluntary euthanasia, which is the sole focus of our 
problem formulation.  
Though we are not discussing the legalization of active voluntary euthanasia, the 
question of it is engaging. In time, euthanasia may or may not be legalized. There are 
already some states in America and countries in Europe where active voluntary 
euthanasia is practiced. What we wonder, is how active voluntary euthanasia, which 
is illegal, is any less morally acceptable than passive euthanasia, which in fact is 
allowed and legal in most hospitals? In our opinion we find it less acceptable on a 
moral and ethical basis that the patient must suffer to their death through passive 
euthanasia than be relieved from their pain instantaneously. These thoughts led us to 
the whole discussion on what morality is and how it plays a major role in relation to 
euthanasia, especially active voluntary euthanasia.  
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Theory 
 
Utilitarianism 
"
The theory of utilitarianism will mainly be applied to the argument for euthanasia. 
The main goal of utilitarianism is most commonly thought of as expressed by Jeremy 
Bentham in his 1776 book A Fragment on Government: “It is the greatest happiness 
of the greatest number that is the measure of right and wrong” (Bentham 1776: 2)  
 
There are different versions of utilitarianism, but the version that we will use is the 
one that is composed by two central theories, welfare hedonism, also known as 
welfarism, and consequentialism. 
 
Welfare hedonism defines well-being as the measurement between pain and pleasure. 
Yale professor of philosophy Shelly Kagan explains it as follows: “(…) well-being 
consists solely in the presence of pleasure and the absence of pain. Pleasure and pain 
are the only elements that directly constitute how well of a person is."  (Kagan 1998: 
30).  
This view makes it rather simple to determine whether a life is good or bad. We 
simply measure the amount of pleasure, subtract the amount of pain, thus the 
outcome will then show us how well off a person is (Kagan 1998: 31). Though 
pleasure and pain can be measured differently from individual to individual, the total 
sum is what counts. This is only enough to determine what is good and bad, but not 
how we should navigate morally in the real world. This is where consequentialism 
comes in. 
 
In consequentialism we look at the best possible outcome of an action; it is the 
consequences, which counts and contributes to the total sum of happiness. Kagan 
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again claims that: “goodness of outcomes is the only morally relevant factor in 
determining the status of a given act.” (Kagan 1998: 60). He also states: “And this is 
exactly what consequentialism holds: in any given choice situation, the agent is 
morally required to perform the act with the best consequences.” and “(…) the agent 
is required to perform the act with the very best outcome (…); she is required to 
perform the optimal act” (Kagan 1998: 61). 
 
We can conclude: Consequentialism is about choosing the best possible consequence 
when contemplating a course of action. There are objections to consequentialism, the 
most prominent is that we cannot foretell the future and therefore cannot choose 
adequately. This objection is sound but we can use our intuition and our common 
sense. For example, most people would think it to be morally right to save someone 
from drowning; we do not need to think twice about the consequences of our act to 
save another human life. As Shelly Kagan also states in his book, Normative Ethics: 
“Uncertainty need not lead to paralysis.” (Kagan 1998: 62).  
 
Utilitarianism is a combination of welfarism and consequentialism (Kagan 1998: 61). 
It is “the view that an act is right if and only if it leads to the greatest total amount of 
well-being.” (Kagan 1998: 61). Many take Jeremy Bentham’s sentence “the greatest 
amount for the greatest number” as the correct description of utilitarianism, but the 
fact of the matter is that utilitarianism can be many things and interpreted in many 
ways. We have chosen to use Shelly Kagan’s view on utilitarianism, which is as 
follows: 
“Utilitarianism simply directs us to perform the act that will result in the outcome 
with the greatest total amount of well-being, and this might be an outcome that 
benefits a few individuals a great deal, rather than many individuals very little each.” 
(Kagan 1998: 62) 
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Deontology 
 
Deontology is directly in opposition to consequentialism in that it rejects the premise 
that only the consequences of any given act matters. Instead it focuses on two other 
aspects in order to determine whether or not an action is good, namely duty and 
intent.  
 
Immanuel Kant wrote that: "Nothing in the world, indeed nothing even beyond the 
world, can possibly be conceived which could be called good without qualification 
except a good will" (Mertz Hsieh 2003: 1). 
The central notion here is that by definition, a good intent is always good. One of the 
weak aspects of utilitarianism and consequentialism is that we cannot with certainty 
predict the outcomes of our actions. The deontological view on ethics does not have 
this problem because we primarily look at the intention and how the action is 
mirroring our duties.  
In contrast to utilitarianism deontology focuses on the notion of duty. It seeks to 
create a moral system “(...) build not round the notion of some goal that is to be 
attained but rather round the notions of rules or principles of action or duties or 
rights or virtues, or some combination of these” (Mackie 1977:149). 
This suggests that if we have the right rules and laws, it is easy to determine whether 
or not an action was good. We can imagine a situation where we see a lady fall. She 
is having a heart attack and there is no one else around. We have a duty to help, 
therefore with our best intention we begin to give her CPR. The ambulance arrives 
but she ends up dying of internal bleeding because of the fractured ribs that our CPR 
results in. 
The consequences might have been better if we had not done anything and waited for 
the ambulance. In the example above, we acted out of our moral duty to help people 
in need and with the best of our intentions.  
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Shelly Kagan tells a story about a doctor in a medical center. He is in a dilemma. He 
has five patients, who are going to die because they need various organ transplants. 
Unfortunately none of them are a match. A random guy comes in for a standard 
health check and it turns out that he is a match for the other five patients. The doctor 
can make a choice. Either the five patients die, or he can chop up the random guy and 
save five lives (Kagan 1998: 71).  
Many would agree that it seems intuitively wrong to sacrifice the random guy, but 
why is this? Certainly it seems it would have better consequences, but from a 
deontological viewpoint, consequences are important though they are not the only 
relevant factor. In deontology we often talk about a constraint against doing harm. 
This constraint seems to capture our commonsense intuition that it would be wrong to 
sacrifice the random guy. As we will see in Debbie’s case however, this constraint 
seems to fail when used on the classic trolley case that Kagan also uses (Kagan 1998: 
100). In short a trolley is loose and it is going to hit and kill five innocent workers 
unless we throw a switch that changes the direction of the trolley. By doing so we 
will save the five, but one worker on the other side will be killed instead. In this case 
some of us would like it to be permissible to throw the switch, but by doing so we are 
violating the constraint against doing harm. Some deontologists bypass this violation 
by proposing a constraint against intending harm (Kagan 1998: 100-101). It seems 
here that we have some conflict between our duty- and intention not to harm. For 
some deontologists the latter part captures our moral intuitions better than the first, 
but even so, other deontologists are happy to accept that it would not be morally 
permissible to throw the switch and that we should instead follow the constraint 
against doing harm (Kagan 1998: 101). It seems that we have to accept as a rule of 
thumb that there is a general constraint against doing harm, but that in certain 
situations, the constraint against intending harm is more successful in capturing our 
commonsense morality. 
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We will not spend much time on what the source for the duties or obligations is. In 
deontology we assume that they exist. In Debbie’s case, which we will look at later in 
this project, we mention the notion of role obligations. What we mean here is that 
there are some obligations that follow from ones role. In the article on Debbie, the 
doctor has some duties or obligations that does not necessarily match those of a nurse 
or a lawyer (Kagan 1998: 137-138).  To identify some of these duties we look at the 
Hippocratic Oath because we are justified in assuming that the doctor has sworn this 
oath, since it is required of him, and therefore we can evaluate his actions by looking 
at how they correspond to this.  
 
However, this raises the question of why it is important that the doctor keeps his 
word. There is a discussion in deontology about whether a constraint against lying 
falls under the constraint against doing harm, or whether it has an intrinsic value in 
itself (Kagan 1998: 107-109). We will not try to solve this internal philosophical 
problem, but instead say that a general constraint against lying does seem to apply to 
the commonsense morality or to most of us. If it is a part of the constraint against 
harm, it is not hard to see how it would be harmful for us in general if our doctors are 
lying when swearing their oath, since the oath is our guarantee that when we go to the 
doctor, his intention is actually to help us. 
Just as we have a constraint against lying, we also have a constraint against breaking 
our promises (Kagan 1998: 117-118). An example could be that one friend makes a 
promise to another, who then passes away and the promise is not kept. The dead 
friend will never know, but still it seems to many of us that it would be morally 
wrong not to keep the promise. This is because in deontology the breaking of a 
promise has a normative significance (Kagan 1998: 118-119). We will therefore 
assume that from a deontological viewpoint it is wrong if the promises that have been 
made are not followed. 
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When we talk about harm, there are several types. First we have the physical harm. In 
this example, harm is done when we are introducing the body to any kind of 
influence that restricts its ability to function. We could be talking about cutting off 
someone’s leg or stopping his heart in order to kill him. Second there is the 
psychological harm. Here we are talking about the mental well-being of an 
individual. This mental well-being is in close connection to physical harm, as 
physical harm might well result in psychological harm. On the subject of euthanasia, 
we cannot focus solely on the physical harm, because the psychological harm that we 
could be inflicting on someone when refusing his wish to die, might well be worse 
than the physical harm we would do by assisting him in dying. Harming someone 
then, will therefore not only be measured in actions that have consequences for the 
bodily functions, but also for the mental well-being of a person.   
 
Argument analysis 
We will be applying Alec Fisher’s method to analyze arguments. This is a relevant 
theory for us to use when the arguments are the central concern in our project. The 
theory focuses on a specific method to show that the analyzed arguments are 
understood and whether or not they can be seen as valid. This we will be doing by 
fragmenting the arguments into premisses and conclusions. Thereafter we will be 
testing the arguments’ premisses to see if they are valid and that the conclusion can 
follow them.  
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Theory for the Humanities 
What is theory and how can we define it? How is theory relatable to the humanities 
and how do we humanists use theory? A theory derives from a hypothesis with a 
specific subject area in mind and this subject area determines the method which in 
turn can be used to gather evidence or data on the subject. Theory is different types of 
thinking and rationalizing about certain aspects within academia. The results of 
theories differ depending on how we use them and in what subject or coherence they 
are included. When considering our project on active voluntary euthanasia, theory is 
obligatory and necessary when trying to define the different standpoints that people 
have. They help us categorize beliefs and this in return helps us in analyzing them. 
When researched in Gyldendals encyclopedia, the word theory will lead you further 
on to the word “theoria”. That is in technical terms developed since Plato’s time to 
focus on philosophical analysis.  
”theoria, (gr. 'skuen', afledt af theorein 'betragte'), begreb udviklet siden 
Platon i retning af et teknisk begreb for filosofisk analyse. Et vigtigt skridt 
var Aristoteles' definition af teoretisk tænkning som en tænkning, der ikke 
er rettet mod praksis eller produktion, men alene mod sandhed. Hos 
Aristoteles og Epikur betyder theoria nærmest filosofi. I hellenistisk 
sprogbrug fik begrebet gradvis den bredere og moderne betydning af en 
hvilken som helst form for teori. Romerne oversatte det til lat. 
contemplatio, som genfindes i ordet kontemplation.” (”Den Store 
Danske”)  
In this semester we have taken a course, titled Theory for the Humanities, which has 
assisted us in more precisely defining what theory is and what the humanities are in 
relation to our project and how we should go about it. Humanistic theory is all about 
self-understanding, as Volney P. Gay would say, and combines interdisciplinary 
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models to describe humanistic research (Gay 2009: 23). Often to be able to clearly 
define something, it is helpful to acknowledge what it is not; hence a rather specific 
discussion on the differences of the humanities and the sciences, which have 
occupied some of the lecture, time in our course. The sciences are completely 
different from the humanities in respect to how and what they research and their 
methods which lead to their conclusions. Though we do work with science within the 
humanities, we are not similar to the broad natural sciences.  
The topic we have chosen to do our project on is whether or not active voluntary 
euthanasia is permissible when speaking within terms of moral philosophy. Since our 
subject already from the beginning of the process was very defined and specific, 
within the field of philosophy, the theories that we have chosen to work with made 
sense in order for us to show the sides of the arguments in the cases that we planned. 
Had we chosen to lead our focal point to another aspect in philosophy, we might have 
had a harder time deciding what theories to work on, and maybe we would have 
ended up working with some completely different philosophical theorists. These 
might have defined hypotheses that would have made sense within other branches of 
philosophy and therefore have shown to be more abstract.  
 
We chose our two main theories already from the starting point of the project because 
we knew what angle we wanted to take and we have changed a few topics and 
eliminated some of our ideas. This was in order to improve the problem formulation 
and therefore the project. It was very accessible to choose the way we did because we 
have worked with definitions and analysis of ethics, morality and harm which the 
theories; utilitarianism and deontology, works around in different ways. The fact that 
they are two different theories helped us to be able to analyze the same chosen cases 
but get different outcomes on our analysis and therefore be able to see the situations 
with active voluntary euthanasia from two analytical sides. 
$$"
"
 
We have used the two theories mentioned above, because they both concern moral 
philosophy, which helps us navigate in the debate on whether or not active voluntary 
euthanasia is morally permissible. In our project we are using ethics and morality in 
order to analyze the arguments that we want to clarify. Within ethics and morality we 
are using utilitarianism; a theory within normative ethics which can be used to 
determine good from bad. Utilitarianism is about maximizing pleasure and 
minimizing pain through consequentialistic oriented actions. Furthermore, we are 
using deontology which is also a normative theory that works within morality and 
ethics. This theory helps us analyze how to assess choices on what to do and not to 
do. These theories all fall under the category of philosophical theories. We use the 
theories to analyze the different arguments for and against active voluntary 
euthanasia. The kind of utilitarianism that we use is combined by welfare hedonism 
and consequentialism.  
We chose these two theories because our problem formulation questions whether or 
not active voluntary euthanasia is morally permissible.    
Our choice of theories helps us to stay focused in the project in regards to ethics and 
morality. It allows us to stay focused and not branch out into religion or other 
arguments when it comes to active voluntary euthanasia. The various theories have 
posed different interpretations of the various arguments.  
 
In our analysis we have chosen to use them as a point of departure in relation to the 
arguments, which are commonly used when speaking of active voluntary euthanasia. 
Though they have been our backbone we have also remained critical towards them 
while dealing with the arguments. For instance with David’s case, utilitarianism was 
not only used in a positive manner but also in relation to the slippery slope argument. 
The slippery slope argument is used against active voluntary euthanasia and the 
utilitarian approach contrary to the first two cases could also be used as an argument 
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against. We have also experienced this with the deontological theory, where we 
believed it to be a theory, which was in opposition to active voluntary euthanasia 
since its most distinguished feature is its constraint against harm.  
We realize that we have used the two theories very much as a crutch but in the course 
of the project we have become more critical towards them, which the reader also will 
experience when reading our discussion.  
Since we are working with philosophical theories, it is important to remain critical to 
them but they can also be shaped in many ways. In philosophy it is a matter of 
interpreting and understanding the theory, especially in relation to the two moral 
theories which we have chosen. They generally deal with ‘how to live life morally’ 
which is free to interpretation. The utilitarian saying ‘maximizing pleasure and 
minimizing pain’ (Kagan 1998: 30-31) can be interpreted to one’s own advantage. It 
is quite difficult to make a generalization on what counts as pain and pleasure since 
we all experience it differently. For us it could be that we enjoy watching a horror 
movie whereas to others that might be a painful experience. Shelly Kagan also speaks 
of this in his book, Normative Ethics. Inflicting pain on someone is equal to harming 
them. What does harm mean? It can be one thing to one person and another to 
another person. In extreme cases we have a clear definition of pain e.g. No one would 
enjoy being tortured, but in everyday life it is open to interpretation and we have used 
both types of interpretations in the course of our project.  
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Arguments 
  
In this section of the project, we will list the various arguments; the reasons people 
use when trying to reach the conclusion of whether or not active voluntary euthanasia 
is morally permissible, and give a brief introduction to the arguments and their 
premisses. We will also try to establish, with the help of Alec Fisher who wrote the 
book, The logic of real arguments, whether or not these can be seen as valid 
arguments, which will be done in our discussion part. As Fisher says: “We argue a 
case by presenting grounds or reasons for accepting some conclusion (…) and the 
reasons are put forward in order to establish the conclusion, to justify it, prove it, 
support it, demonstrate it…” (Fisher 2004: 5)  
Some of the arguments will be from the two theories we are using and some of them 
will be arguments, which have been used frequently in the discussion of active 
voluntary euthanasia from various websites. Furthermore, the arguments will be used 
in our analysis in two ways; one where our cases will provide examples to underpin if 
they are valid and one where we will be trying to use our theories; deontology and 
utilitarianism, on them to see if they stand their ground. The three cases we have 
chosen, involve people who have life threatening diseases. It must also be said that 
every argument can be related to the next but we have tried to distinguish them 
separately. In the discussion section of our project, we will be evaluating our results 
and findings and discuss if they actually can be used in the debate on active voluntary 
euthanasia.  
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Arguments used in pro-euthanasia discussion and analysis 
"
Minimizing pain and maximizing pleasure – a utilitarian argument (Kagan 1998: 
30-31)  
This is a pro-argument that makes sense within the discussion and analysis of active 
voluntary euthanasia and it is also one of the core definitions used when defining 
what the theory of utilitarianism works with. When focusing on the argument it 
postulates that the action that is done should be focused on minimizing pain and 
maximizing pleasure for either a group of people or the individual. Looking at this 
within our project and active voluntary euthanasia, it is relevant in the sense that it is 
important to minimize pain and by doing that maximize pleasure for the patient who 
is suffering from a terminal disease. It can be discussed whether or not active 
voluntary euthanasia is a way of maximizing pleasure for the patient since the patient 
does not exactly feel the pleasure when the relief they are given is getting a lethal 
injection, but on the other hand it definitely minimizes the pain of the sick patient 
since it removes it entirely. In relation to our cases this argument will not be analyzed 
thoroughly within the documents, but is implicit a part of the utilitarian analysis. We 
can structure the argument as consisting of three premisses which support the 
conclusion; 
 
Premiss 1: Pain minimizes pleasure. 
Premiss 2: Diseases can cause pain. 
Premiss 3: Euthanasia eliminates pain. 
Premiss 4: If diseases cause pain, then euthanasia can eliminate that pain. 
Conclusion: Euthanasia is permissible. 
People have a right to choose when they want to die, euthanasia is morally 
permissible (“BBC”) 
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The sentence ‘People have a right to choose when they want to die’ is a commonly 
used reason in the discussion whether or not euthanasia should be legalized. We will 
be using it in our analysis of our three cases, though not in relation to the legislative 
aspect but in relation to the act itself and question of active voluntary euthanasia 
being morally permissible in the various cases.  
In relation to our cases, we will be discussing this argument back and forth since our 
cases involve life-threatening diseases with horrible side effects. We believe that the 
argument arises from the fact that death is inevitable and that we should be able to 
choose when we want it to happen.  
The structure of the argument looks as the following: 
 
Premiss 1: People have a right to choose how to die. 
Premiss 2: If people have a right to choose, then denying them the ability to use 
euthanasia is wrong. 
Conclusion: If denying a person euthanasia is wrong, then allowing euthanasia is 
permissible. 
 
Death is a private matter and if there is no harm to others, other people have no 
right to interfere. (“BBC”) 
This argument is much the same as the one given above and below. It differs from it 
in the way that it mentions harm which is something that deontology discusses. One 
of the things which deontology is concerned with is the constraint against doing 
harm. We should not do an act if it involves doing or allowing harm to anyone or 
anything (Kagan 1998: 72-73). The argument’s structure is as follows: 
 
Premiss 1: We must not interfere with others’ private affairs, unless they are harming 
others. 
Premiss 2: Euthanasia is a private matter. 
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Premiss 3: Euthanasia does not harm. 
Conclusion: Euthanasia is permissible. 
 
Diseases can take away one’s autonomy and dignity, leaving you with little or no 
quality of life; euthanasia is a way to regain control (“rsrevision”) 
This argument presupposes that humans are free and autonomous individuals, which 
is our assumption in this project as well. As we see in our chosen cases, they deal 
with diseases, which have a medium percentage of survival (“Cancer Research UK”), 
therefore this argument seemed obvious to choose.  
In our cases, they all have cancer and some of them have horrible symptoms, which 
can have an impact on their autonomy. The argument is one which appeals to the 
contemporary human’s desire to have control, especially in a period of a sick person’s 
life. It proposes a solution to the feeling of helplessness. 
In order to understand the argument we will divide it into premisses and a conclusion:  
 
Premiss 1: Human beings are autonomous and have dignity. 
Premiss 2: Diseases can take away a humans autonomy and dignity. 
Premiss 3: Euthanasia is a way to regain autonomy and dignity. 
Conclusion: Euthanasia is permissible. 
 
The Hippocratic Oath (“Cornell Medical University”) 
The Hippocratic Oath is an oath which doctors pledge when they are done with their 
education. We will be incorporating this because of its relevance to the physicians in 
our cases and due to the fact that it is likely that doctors would practice that active 
voluntary euthanasia in some cases.  
It is the doctor’s duty to enforce the Hippocratic Oath and ensure the patients interest 
and health if possible. We acknowledge that there are different versions of the 
Hippocratic Oath and that it has been edited to fit contemporary medicine. The one 
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we have chosen is from Cornell Medical University from 2005; it was the most 
modern version we could find.  
The following paragraph from the Hippocratic Oath which could be used to argue for 
the doctor’s use of active voluntary euthanasia: “That above all else I will serve the 
highest interests of my patients through the practice of my science and my art” 
(Appendix 4: L. 22-23) 
We could use this paragraph from the oath to justify doctors in providing or 
consenting to assist with active voluntary euthanasia in the way that if it were in a 
patients best interest and wishes to end their life, it would be permissible. The 
argument would then be structured as following: 
 
Premiss 1: A doctor’s duty is to have their patient’s best interest at heart  
Premiss 2: A terminally ill patient will probably die a painful death 
Premiss 3: Euthanasia causes a pain free death 
Premiss 3: Having the patient’s best interest at heart, a doctor should be able to 
provide active voluntary euthanasia 
Conclusion: Euthanasia is permissible 
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Arguments used against euthanasia 
"
It is forbidden to cause harm and/or killing - a deontological argument (Kagan 
1998: 72-73) 
This argument is commonly used in the deontological perspective when speaking of 
active voluntary euthanasia. According to the deontologists’ theory you have to avoid 
doing or causing harm. When trying to establish if an act is morally permissible, one 
of the normative factors is the constraint against harm (Kagan 1998:72) One could 
argue that killing is always wrong, no matter what excuse you might have because 
you are causing harm to another person which is always morally wrong (Kagan 
1998:73). Many would believe this argument to be valid since almost all of us have a 
moral compass which tells us that killing is wrong, though for some there would be 
certain exceptions or special circumstances, for example, when dealing with the 
discussion of active voluntary euthanasia. 
The argument is set as following: 
 
Premiss 1: Causing or doing harm is wrong 
Premiss 2: Killing is morally wrong 
Premiss 3: Euthanasia is killing and doing harm 
Conclusion: Euthanasia is not permissible. 
 
People have the right to life; euthanasia is not morally permissible (“BBC”) 
This argument is the opposite of the argument mentioned above “People have a right 
to choose when they want to die”. Many people believe that life is a gift, has value 
and is a human right therefore it is not permissible to end your life before your time 
has come. The discussion of rights is often called upon in the active voluntary 
euthanasia debate. Rights are something everyone has, but exactly what rights we 
have as individuals, is an ongoing discussion which we will not dive into.  
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Some people believe that there is never a good enough reason to kill someone even 
though, as in Ken- and Debbie’s cases, they are both going to die in the near future 
and are suffering terribly while they are waiting for it to happen. 
The argument can be seen as the following: 
 
Premiss 1: People have a right to live. 
Premiss 2: If people have a right to live, then denying them life is morally wrong. 
Premiss 3: Euthanasia takes away life. 
Conclusion: Euthanasia is not permissible. 
 
The Hippocratic Oath  
The Hippocratic Oath is a set of rules which doctors should follow when practicing 
medicine.  
As stated above, the doctors pledge this oath when they have finished their education. 
It is their duty to abide by it, and it says clearly that they must ensure their patients 
interests: “That above all else I will serve the highest interests of my patients through 
the practice of my science and my art” (Appendix 4: L.22-23) The interest of the 
patients vary from patient to patient and we could state that it is never in their best 
interest to die. Many would argue that living is better than death since you can 
achieve happiness in life. Paragraphs from the oath can help determine what the 
doctor’s duties are and why it should not be permissible for them to provide active 
euthanasia or ‘mercy killing’ to patients. It is their moral duty to try to save lives 
when it is possible therefore it does not seem right to our commonsense morality that 
they should be allowed to end lives.  
It has been used in arguments about doctor’s duties that their sole purpose is to cure 
and help patients to the best of their abilities; it is not their duty to end their patient’s 
life (Singer 1988: 1001). 
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The argument against active voluntary euthanasia in relation to the Hippocratic Oath 
is as follows: 
 
 
Premiss 1: A doctor’s duty is to save lives. 
Premiss 2: If a doctor’s duty is to save lives, then providing euthanasia is infringing 
upon that. 
Conclusion: Euthanasia is not permissible. 
 
Slippery slope 
The slippery slope argument entails that if active voluntary euthanasia, as defined in 
the types of euthanasia section, should be legalized we would have no way to ensure 
that it would not be abused. It could lead to cases of involuntary euthanasia where the 
patient or person has not given their consent to die. We can imagine situations where 
patients are being pressured into consenting or requesting it because of not wanting to 
be a burden financially or physically to their families. In other words it means that if 
we have a bad situation then what comes after is likely to be worse than what has 
already happened (“Cambridge Dictionary Online”). So, in relation to euthanasia it 
would look like this: 
 
First argument: 
Premiss 1: If we allow euthanasia then impermissible killings will occur. 
Premiss 2: Impermissible killings are wrong. 
Premiss 3: If impermissible killings are wrong, then euthanasia is wrong. 
Conclusion: Euthanasia is wrong. 
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Second argument: 
Premiss 1: If we allow euthanasia, our moral standards will lapse. 
Premiss 2: If our moral standards lapse, then we will be more likely to do 
incriminating acts. 
Premiss 3: Incriminating acts are wrong. 
Conclusion: Euthanasia is not permissible. 
 
Palliative Care 
Many who are against that active voluntary euthanasia becoming legal, swear to the 
argument of palliative care. It is one of the most prominent arguments against 
euthanasia; why make use of euthanasia when you can receive pain relief and in some 
cases live longer? The definition of palliative care is:  
“Palliative care is care given to improve the quality of life of patients who have a 
serious or life-threatening disease, such as cancer. The goal of palliative care is to 
prevent or treat, as early as possible, the symptoms and the side effects of the disease 
and its treatment, in addition to the related psychological, social, and spiritual 
problems. The goal is not to cure. Palliative care is also called comfort care, 
supportive care and symptom management.” (“National Cancer Institute”) 
 
In our modern society, we have developed better palliative care than there has ever 
been before but it is still not up to par. As we see in David’s case he receives 
palliative care at a hospice where his cancer goes into remission (Appendix 3: L.27-
29). 
The argument for palliative care as a response to euthanasia looks as following: 
 
Premiss 1: Palliative care can prolong a patient’s life 
Premiss 2: Palliative care can relieve most of a patient’s pain 
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Premiss 3: Euthanasia takes away life 
Premiss 4: If palliative care can prolong and improve a patient’s life, then euthanasia 
should not be an option. 
Conclusion: Euthanasia is not permissible.  
 
 
"  
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It’s Over Debbie 
 
Our first case analysis will be from the doctor’s point of view. This case was chosen 
because the doctor’s opinion is often the solution we trust to be the best one for the 
patient. This is what makes this case so interesting, because there is really no 
communication between the doctor and the patient, but there seems to be an implied 
understanding between the doctor and Debbie, that she wants to die. The first part of 
the analysis is from the utilitarian point of view with the most prominent argument 
being maximizing pleasure and minimizing pain (Kagan 1998: 30-31). Further, into 
the analysis we will use the deontological theory with focus on the constraint on 
doing harm. The Hippocratic Oath will come into play in the deontology part and will 
then be analyzed from this view. The analysis will provide the reader with examples 
on the various arguments, which we have talked about in the section on arguments. 
This will give us a view of the arguments when used in practice and which help us 
determine whether or not they can be proven to be valid. This will be deliberated later 
on in our discussion section. 
 
This is an analysis of It's over Debbie which is an anonymous essay published on 
March 20, 1988 in a newspaper in Fort Lauderdale, United States. Since the author of 
the article is anonymous, and we therefore do not know the gender of the doctor we 
will for arguments sake refer to the doctor as a male. Furthermore, we assume that 
the woman in Debbie’s room is her mother though this is not stated in the case either.  
The article is about a doctor who gets a call from the hospital and is told that he has 
to see a patient who cannot find rest. He arrives at the room in the hospital and sees 
that the patient is a 20 year-old girl who is going through the final stages of ovarian 
cancer. We are told that she has not eaten or had any energy for many days, because 
she is dealing with nausea and vomiting, as well as a great deal of pain. The patient's 
name is Debbie and it seems like she wants him to help her rest as she, when she sees 
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him, exclaims “Let's get this over with” (Appendix 1: L.33). His role is now to 
determine whether or not he should grant the patient and her mother's apparent wish 
of performing active voluntary euthanasia to give her rest and relieve her of the pain 
she has been in.  
The story revolves around the doctor's thoughts and feelings on the case. The reader 
does not receive many details on the patient or her relatives, but mostly on how the 
anonymous doctor reacts to this situation. After having contemplated the 
consequences, the story ends with the doctor giving Debbie the lethal injection to 
release her of her pain, he and the mother watch her while she drifts away. It ends 
with the mother saying: “It's over Debbie” (Appendix 1: L.44). 
 
When applying utilitarianism to It's over Debbie, we chose to do it in a way as to 
show some examples of arguments for and against active voluntary euthanasia. This 
way it emphasizes that we comprehend utilitarianism as a way of analyzing different 
aspects of a case study, we have also done this with the two other cases we have 
worked with. The analysis is split into the individual arguments to begin with, so the 
reader is able to see which side of the situation we are commenting on. This makes it 
more manageable to get an overview of the analysis, as we will be using it in the rest 
of our project. It will also make it more manageable for the reader, so they can go 
back and forth between the different arguments, or if there is a need to look deeper 
into one specific argument more than the others. The first argument is a pro-
argument, the next one is a con-argument and it continues in that order throughout 
the project.  
 
One of the arguments for active voluntary euthanasia is that people have the right to 
choose when to die. While the most prominent argument against is that people have a 
right to live.  
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When applying utilitarianism to the argument of “people have the right to choose 
when to die” we can look into the happiness principle and try to calculate the 
patient’s total sum of happiness. In the Debbie case, we are given the following 
description of her:  
 
“She was having unrelenting vomiting apparently as the result of an 
alcohol drip administered for sedation. (…) As I approached the room I 
could hear loud, laboured breathing. I entered and saw an emaciated, 
dark-haired woman, who appeared much older than 20. She was 
receiving nasal oxygen, had an IV, and was sitting in bed suffering from 
what was obviously severe air hunger. The chart noted her weight at 80 
pounds.” (Appendix 1: L.24-28) 
 
In this description, we can see the girl, Debbie, is in much pain. We do not know 
what her life was like before this late stage of the cancer, so it is hard to determine 
how much happiness she has previously had in her life. We can, however, extract 
from this description that her illness is probably only going to get worse. We also see 
this in the following passage from the journal: “The room seemed filled with the 
patient’s desperate effort to survive. Her eyes were hollow (…) She had not eaten or 
slept in two days. She had not responded to chemotherapy and was being given 
supportive care only.” (Appendix 1: L.29-32) 
As stated in the passage above, we understand that she is not well off and from this 
one could state that her total sum of well-being is negative. If we refer to John S. 
Mill, he “argued that individuals are, ultimately, the best judges and guardians of 
their own interests” (Singer 1988: 1000-1001). The reason that we bring his 
statement into the analysis is to help guide us in Debbie’s case of active voluntary 
euthanasia. In the text we see that Debbie, herself, says to the doctor “Let’s get this 
over with.” (Appendix 1: L.33) and the doctor acts in accordance to what he thinks is 
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her wish. When the doctor ends her life, he does so intending the best possible 
outcome for Debbie and her mother.  
One of the doctor’s thoughts in the text is: “The patient was tired and needed rest. I 
could not give her health, but I could give her rest.” (Appendix 1: L.34-35). As we 
contemplate this sentence and the information we received earlier about Debbie’s 
state, we can count this as a factor in the doctor’s decision making: he cannot cure 
her illness; there is no chance that her health or condition will improve. From this 
quote, we can conclude that he chooses to help Debbie in the only way he possibly 
can; relieve her of her pain. “Debbie looked at the syringe, then laid her head on the 
pillow with her eyes open, watching what was left of the world” (Appendix 1: L.37-
38). With this quote, we can perceive that Debbie is aware of the situation. 
Furthermore, she has considered what will happen after the meeting with the doctor. 
As it says in the article; she has not been able to sleep or rest for a while, which also 
makes her situation seem worse for all who are involved. Her pain has been ongoing, 
for what seems like a long time, and when reading the descriptions of her you get the 
feeling that she is ready to be relieved from the state she is in. This describes how 
Debbie might feel, but the whole case is based on the doctor's thoughts on the patient, 
therefore he is the one stating that Debbie is looking at what is left of the world. This 
might in fact be the doctor showing his take on what he has decided should happen. 
He knows that in a few minutes this girl, who as we know from the article, he has 
never met before, will not be alive anymore. He makes this decision based on only 
the slight information in her chart hanging on the site of her bed.  
“I retreated with my thoughts to the nurses station” (Appendix 1: L.34). This is 
another example of what we have commented on in the section above. This quote 
shows that the doctor has a lot to think about within this certain doctor-patient 
situation. He has to be sure of the fact that giving the injection to this patient is the 
only solution, which can give her rest and obey her wish of getting it over with. This 
we can look at from the utilitarian view we have chosen, which means that the doctor 
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has to focus on the benefit for the individual, in this case Debbie, instead of the 
benefit for the greater amount of people, like the patient’s family and maybe the staff 
of the hospital. This particular example of active voluntary euthanasia might be said 
to benefit both parties.  
 
Sometimes utilitarianism does not concern itself with the greatest number, as we have 
written above and in the theory section. Sometimes it can concern itself with a few 
individuals’ well-being. Within this section of the analysis, we will try to look at the 
impact on the family’s well-being in relation to Debbie’s death with the utilitarian 
view in order to see the pros and cons. This is also one of the arguments against the 
previously mentioned argument ‘people have a right to choose when to die’. We do 
not hear much about Debbie’s family in the article other than the woman we assume 
to be her mother. She is only mentioned in passing as a woman holding Debbie’s 
hand and trying to support her. The key word in relation to the mother is support. 
This is all the information that we receive in the article. She holds Debbie’s hand and 
her last statement for her is: “(…) seemed relieved. It’s over, Debbie.” (Appendix 1: 
L.43).  
From this we can derive that the doctor’s choice of active voluntary euthanasia was 
the best thing to do for both Debbie and her mother, even though it sounds sinister to 
state this on behalf of the mother. As we see in the quote, the mother seems relieved 
that Debbie no longer has to suffer and fight a losing battle with death.  Regarding 
the argument against active voluntary euthanasia in relation to the family, we can 
conclude in this case that the mother’s grief is outweighed by the fact that Debbie has 
finally gotten peace. 
 
Another argument against active voluntary euthanasia is the ‘slippery slope’ 
argument, which entails that if it were to be legalized then we would not have any 
&+"
"
means to ensure that it would not be abused. In other words, by legalizing active 
voluntary euthanasia, it could lead to more cases of involuntary euthanasia.  
We can see both sides of this argument, the slippery slope, in Debbie’s case; the 
doctor who is not her personal physician and even though he does not know her case, 
he still provides her with an overdose of morphine. On the other hand, we can read 
from her own statement that she might want to get it over with. In order to be able to 
make a proper argument, we must first summarize some points we are given in the 
article in order to underpin the argument. 
The physician, who is on call the particular night of Debbie’s death, as written above, 
is not her attending doctor, and the unit in which she is admitted is not his usual 
station in the hospital. The problem with the text is that we cannot know how the 
doctor really feels since we cannot see emotion through the text. It is during the 
night, he is tired and in the beginning he seems to be weary: “I tried to imagine what 
I might find at the end of my walk. Maybe an elderly woman with an anxiety reaction, 
or perhaps something particularly horrible. (…) Hmmm, I thought. Very sad.” 
(Appendix 1: L.21-25). After he meets Debbie he becomes calm and collected, and 
he is forced to make a decision about Debbie’s situation despite his not being her 
regular physician. His thoughts and view on the situation can be seen in the following 
quote: “It was a gallows scene, a cruel mockery of her youth and unfulfilled 
potential. (…) The patient was tired and needed rest. I could not give her health, but I 
could give her rest.” (Appendix 1: L.32-35)  
He describes the situation vividly and it seems as though he is trying to justify his 
forthcoming action to himself and the reader, but he also says earlier in the article 
“The room seemed filled with the patient’s desperate effort to survive.” (Appendix 1: 
L.29-30), which would infer that what he does further on is wrong. How can he 
choose to provide active voluntary euthanasia for Debbie, though she says to him that 
she wants to get it over with, if he can state that the patient tries to survive then why 
would he choose to end her life? Another aspect is that when Debbie says “Let’s get 
&!"
"
this over with” (Appendix 1: L.33), we cannot know if she actually means “kill me” 
or if she wanted some pain medication in order for her to be able to sleep. This is an 
example of the slippery slope argument, which is frequently used in the debate of 
whether or not euthanasia should be legalized.  
We will go more into depth with the doctor’s duty in the analysis of the Debbie case 
by using Deontology.  
 
Furthermore, the state of autonomy is another powerful argument for active voluntary 
euthanasia. We have defined what autonomy is in relation to the situation of active 
voluntary euthanasia earlier in the project and by doing that; we found it to be an 
appropriate thing to bring into the analysis of this case of the patient. As mentioned 
earlier this story is very much seen from the perspective of the doctor who is 
performing the active voluntary euthanasia on the patient. This makes it difficult to 
analyze Debbie’s thoughts, but on the other hand it is possible to bring autonomy into 
it because we can conclude, through the doctor's thoughts, on whether or not Debbie 
has the ability of making her own decisions and thereby deciding for herself whether 
or not the state she is in is worth it. “It was a gallows scene, a cruel mockery of her 
youth and unfulfilled potential” (Appendix 1: L.32-33). This is one of the doctor's 
thoughts about Debbie when he enters her room. It seems as if he feels sorry for her 
and by doing so it is easy to argue that it makes the patient lack dignity, when people 
such as her doctor and the dark-haired woman by her side starts looking at her with 
pity. With this we can state that as a terminally ill patient one could possibly lose 
dignity in the eyes of others. We can assume that Debbie does not have a lot of will 
power to continue her life, as she gets weaker and weaker. When referring to the 
chapter about autonomy, which we have earlier in our project, we state that personal 
autonomy is “the capacity to decide for oneself and pursue a course of action in 
one’s life, often regardless of any particular moral content” (“Internet Encyclopedia 
of Philosophy”) and we can argue that Debbie has that ability. It seems that she has 
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already decided how she wants it to end, and therefore when the doctor steps into her 
room, she expresses that she wants something to be done so she can be free of the 
pain she is experiencing. Since we do not know a lot about her situation regarding 
relatives we cannot know whether or not they have influenced her in the process of 
contemplating active voluntary euthanasia, but from the doctor's point of view in the 
article, it seems that she fights for what she has left of life. The fact that she wants to 
get it over with shows that she still has the ability to fight for herself and her dignity, 
therefore, it is still intact. To reference the quote further above, we can state that it in 
some ways seems like she is determined of the action that needs to be taken for 
herself and does not feel the need to worry about morality when doing it. Due to 
autonomy and active voluntary euthanasia, the certain patient situations can be 
discussed to a greater extent. It revolves around the individual that has settled upon 
ending their lives in the sense that it is felt that it is the consequence that will give the 
best outcome for everyone in the end, not only thinking selfishly but also about the 
people around them even though it might not be something the relatives agree with. 
This also points to what we know as consequentialism and because of that it is easy 
to point out that utilitarianism makes sense within autonomy because it underlines 
how you fight for the best outcome for yourself and therefore the outcome focuses on 
the greatest well-being. It might not benefit the greatest amount of people but instead 
a few individuals a great deal, as Shelly Kagan’s view on utilitarianism.  
 
After writing the analysis using utilitarianism and showing the arguments, it is 
essential to look upon the same case study but with a theory that is able to argue other 
perspectives than what utilitarianism does. Therefore for the next part of the analysis 
of It's over Debbie we have applied deontology as the main theory. This will in turn 
help us in our discussion part to better evaluate whether or not the practice of 
euthanasia is morally acceptable or not. 
 
&$"
"
The text is only about one page long, about a doctor giving a cancer patient an 
overdose of morphine. The article is presented in a euthanasia-friendly light in that its 
focus is on the relief that the doctor gives the patient and the patient’s family. 
The article does not disclose much information about Debbie. We know that she has 
cancer and that the treatment is unsuccessful. We know that she does not respond to 
the treatment therefore they are trying to control her pain. We also know that this is 
not going exceptionally well. The alcohol drip that was administered for sedation is 
instead causing her unrelenting vomiting (Appendix 1: L.24-25). We do not know 
how Debbie feels about the whole situation. According to the article her only words 
were: "Let's get this over with." (Appendix 1: L.33). 
The article seems to suggest that what Debbie meant with the statement above was 
really: "Let's get this over with, just kill me". There is, however, nothing but 
anecdotal evidence to support this interpretation. The doctor does not speak with her, 
and we cannot be sure if Debbie gives her consent to what he does next. Instead, the 
article seems to imply some unspoken understanding between the doctor and patient. 
The decision that he took was probably with the best of intentions, but it is easy to 
see the power of the slippery slope argument in this situation. 
 
As deontological ethics is duty based, it implies that we have a duty to act in 
accordance to some rules. To many deontologists it seems obvious that there is a 
clear constraint against doing or intending harm (Kagan 1998: 100-101). If this is 
true, the doctor’s act is not to be considered moral in any way. Though he did not 
have the intention to do harm, in fact quite the opposite was intended, his action did 
harm her though only in the physical definition. If we use the psychological 
definition, which we mentioned in the theory section, he did not harm her; on the 
contrary, he relieves her of her pain. 
The consequence of his act does not matter in deontological terms; instead we have to 
pay attention to the act itself. By giving an overdose he intentionally planned to harm 
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her body in such a way that she would pass away. If we accept the idea that there is a 
constraint against doing harm in deontological ethics, there would be no other option 
than condemning his action. 
 
Is there really such a thing as a constraint against doing harm? Shelly Kagan uses the 
quite famous analogy of the trolley case. In this example, we have a runaway trolley 
car going down the track at a high speed. The brakes do not work and there is no way 
to stop it. We are standing on the side of the tracks and can see that the trolley on its 
current course will hit and kill five workers. In front of us is a switch for the tracks 
and of we use it we will change the course of the trolley to another track where only 
one worker will be killed (Kagan 1998: 100). Many people would find it permissible 
to throw the switch and kill one to save five. If there is a constraint against doing 
harm, then the only conclusion we could draw is that it would be wrong to throw the 
switch, as we are actively harming a person, whereas if we do not throw the switch, 
we have not actively harmed anyone. This is the distinction between doing and 
allowing harm.  
If we acknowledge that the constraint to do harm is true, even if we see it in the light 
of the trolley situation, we need only to raise the bar to shake our faith in that 
decision. What if it was 200 workers and one old man? What if it was 100,000 
workers and one old man? At some point it seems logical that some would accept that 
the constraint against doing harm is not absolute, and that there are situations when 
causing harm is better than the alternative. 
If the constraint against doing harm is wrong, then we cannot use it as an argument 
against the actions of the doctor. In fact it becomes very hard to find any 
deontological arguments against harming others. 
Kagan suggests that we might be able to solve this problem by changing definitions. 
Instead of focusing on a constraint against doing harm, we should focus on a 
constraint against intending harm (Kagan 1998: 101-102). 
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If it is not necessarily the action itself but rather the intention that is important, then 
in the doctor’s case we will have to reevaluate our first intuitive conclusion. In the 
article about Debbie, we are told that she has not slept or eaten in two days. After 
having looked at the patient, the doctor thinks the following: "I could not give her 
health, but I could give her rest." (Appendix 1: L.34-35). If we understand intention 
as the goal, then from this passage it seems clear that his intention is not to harm her. 
It is central here to understand that harming her body is a mere side effect of giving 
her rest. For him to intend to harm her, the harm itself must be an end, and not a 
means to an end (Kagan 1998: 102-103). The goal here is to give the patient a rest 
that she is not able to get while alive and it is done out of compassion and not out of 
self-interest. From this it would follow from a deontological viewpoint where we 
focus entirely on the intention that the doctor did the right thing.  
 
However, there still seems to be something missing. While we have shown that there 
are situations where the constraint against harm should be ignored, we have not 
shown that it is completely irrelevant. Surely there is still a constraint against doing 
harm in general. This raises the question of when we are justified in ignoring that 
constraint against doing harm. We saw earlier in the trolley case that many of us feel 
that it would be right to ignore the constraint in that specific situation; but what about 
Debbie’s situation? 
First of all we have to realize that the doctor knew very little about Debbie’s 
situation. We have touched lightly on this already but with the focus on whether or 
not the doctor could really know if she wanted to die. This time we will focus on her 
medical situation. If the doctor did not know the patient’s circumstances, what is he 
then basing his decision on? The nurse that gave him some information on Debbie on 
his way to her: he is told that she is vomiting because of an alcohol drip administered 
for sedation and that she is dying from cancer (Appendix 1: L.24-25). In order for us 
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to sanction his actions from a deontological viewpoint, we need to see that not only 
his intentions are good, but also that he is justified in his decision to ignore the 
constraint against doing harm (Kagan 1998: 100-101). The justification that the 
doctor gives us is “that I could not give her health, but I could give her rest” 
(Appendix 1: L.34-35). While rest indeed is the best for Debbie at this point, it does 
not seem clear that death was the only way to give it to her. The doctor is clearly 
lacking knowledge of the patient’s situation. He knows that she is having a bad 
reaction to one type of sedative, but this does not automatically mean that she will 
have a bad reaction to all types of sedatives. From what we can read in the article, the 
doctor did not attempt other options to give her rest, in addition he failed to receive 
clear consent from Debbie. If we use the deontological notions of constraint against 
intending and doing harm, we see that he did not violate the constraint against 
intending harm, but that he has failed to justify why the constraint against doing harm 
should be ignored in this situation, and thus is violating this constraint. If this is the 
case, we would have to conclude that his actions from a deontological point were 
wrong. It is, however, possible that the doctor has more information than we are 
presented with in the story, and that is has been left out in order to keep it short and 
relevant for the purpose of telling it, namely to call attention to the very real suffering 
of terminal ill patients. In that case we should not be so swift to judge the doctor on 
this alone. It might be that from the journals he has a long list of sedatives that have 
also failed, and he therefore realizes that he cannot help her, and that the only way to 
give her what she needs is by giving her rest. In that case his actions would not be 
wrong from a deontological perspective.  
  
When looking at the specific obligations that we can expect the doctor to have, we 
need something that transcends individual religions and personal opinions. We need 
something that is specific for doctors. In his chapter on conventions, Shelly Kagan 
calls this role obligations (Kagan 1998: 137-138). As we are looking for obligations 
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or duties that we can expect of doctors, our best suggestion is The Hippocratic Oath. 
For reasons already explained in the theory section, we can say that the doctor is 
morally bound to upholding his promise when he swore it, from a deontological 
viewpoint, and that enables us to judge his actions by comparing them to the oath. 
 
The general message is the same, however, in order to make sure we are all on the 
same page, we have chosen to use the Hippocratic Oath published by the University 
of Cornell. We will go through parts of the oath that are relevant to the case. 
 
The first statement that is relevant to us is the fourth statement: “That I will seek the 
counsel of others when they are more expert so as to fulfill my obligation to those 
who are entrusted to my care” (Appendix 4: L.11-12). The doctor has a duty to seek 
counsel from specialists. If the article is accurate in informing us of the events, he 
never fulfilled this obligation. From the article we only see that after the doctor has 
examined Debbie, he goes out and asks the nurse to “draw 20 mg of morphine sulfate 
into a syringe” (Appendix 1: L.35). We know that the doctor was not on his usual 
unit. From the article alone we would have to conclude that he did not fulfill his 
obligation to seek the counsel of other specialists. Even if he was unable to reach 
anyone on the phone, it seems rash to go ahead with ending her life instead of waiting 
until the attending doctor arrived in the morning. Then again, we do not know what 
her medical chart exactly says. It could very well list all the possible drugs that had 
failed at giving her rest and mentioned the current drug as the last option. If that was 
the case he would have already sought the counsel of others, not in person, but the 
vow does not state that that is a requirement. Due to the lack of information we will 
not conclude whether or not this obligation was fulfilled.  
 
The fifth statement: “That I will not withdraw from my patients in their time of 
need;” (Appendix 4: L.13) is somewhat more difficult to address. From one 
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perspective, he did not withdraw from her. He came to her when he was called and he 
did not leave her before she passed away. From another perspective it could be 
argued that by giving up on helping her to get rest without killing her, he did 
withdraw himself. This does not seem entirely correct though. The vow seems to 
address the physical withdrawal from a patient in need, and if that understanding is 
correct, then he did fulfill his duties. 
 
The sixth statement: “That I will lead my life and practice my art with integrity and 
honor, using my power wisely;” (Appendix 4: L.13-15). We can see from this that he 
as a doctor has an obligation to practice medicine without violating his integrity. 
When giving her a lethal dose he acted with integrity by doing what he thought was 
in Debbie’s best interest. Whether he used his power wisely is a harder question 
because we still lack a lot of details, such as what information is disclosed in her 
medical chart. We cannot say if he violated his obligation to use his power wisely, 
but we can say that he fulfilled his obligation to act with integrity. 
 
The eighth statement: “That into whatever house I shall enter, it shall be for the good 
of the sick;” (Appendix 4: L.18-19). We know that Debbie cannot be healed and we 
know that the sedation she is receiving is not working, as it should. If other types of 
sedation do not work as well, and the patient will have to suffer until her death, then 
his actions were for the good of Debbie. His actions are positive because they give 
her what she needs the most, which is rest. On the other hand, if there were means of 
sedation that could give her rest and remove her pain, then that would have been  
better for Debbie. Our lack of knowledge in this case makes it too hard to conclude 
anything with a reasonable amount of certainty.  
 
The tenth statement: “That above all else I will serve the highest interests of my 
patients through the practice of my science and my art;” (Appendix 4: L.22-23) is 
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very interesting because it seems to sanction acts that we would not normally think 
right. Many of us feel that a doctor should resist actively help a patient in dying, but 
this statement sanctions this, if it is in the highest interest of the patient. From this 
perspective, the doctor acted morally correct, but only insofar as we can trust that this 
was actually in Debbie’s highest interest. If the different types of sedation had all 
been applied without luck, then it surely was. Due to the fact that the doctor’s best 
interest does not necessarily correspond to her wishes, we will not focus on whether 
or not the doctor was justified in believing that he had Debbie’s consent, though the 
article suggests that he did. Our lack of information about the history of Debbie’s 
sedatives makes it hard to come to a clear conclusion. It seems safe to say that the 
doctor’s decision to help her get the final rest was more in Debbie’s interest than just 
leaving her alone with her pains. 
 
From the analysis above, we cannot point to any of the vows being violated. If we 
had more information, then maybe we could. As none of the above were violated and 
several of them fulfilled, we are not justified in concluding that the doctor did 
something wrong. From the information we have, he acted in Debbie’s interest. 
Furthermore, we see that there is nothing in the Hippocratic Oath, from a 
deontological viewpoint, that would violate the practice of active voluntary 
euthanasia, as long as the duties and obligations of the doctor have been met.  
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Ken had the right to die the way he wanted 
 
We have chosen this case, because we find it controversial, yet understandable that 
the father and husband, Ken, made the decision to travel to Switzerland without 
discussing it with his family. Ken had the right to die the way he wanted is an article 
from a family member’s point of view. The wife describes the journey to Switzerland 
and how it affects the whole family. This particular case focuses on the question of 
active voluntary euthanasia specifically from a relative’s point of view, and how the 
decision ends up being hard but necessary to accept. We will apply our chosen 
theories to the case as well as the relevant arguments for and against euthanasia; this 
will help illustrate exactly how the theories can be used and understood, as well as for 
the arguments. Then later on, this case will be put into a discussion with our other 
cases to get a clearer understanding of active voluntary euthanasia and its pros and 
cons.  
 
The article, Ken had the right to die in the way he wanted, was published in the 
British Newspaper The Guardian. The article is told by Judith Johnson, the wife, in 
cooperation with a journalist, to explain their journey to Switzerland, where her 
husband chose to end his life after he was diagnosed with terminal cancer. This 
analysis will focus on applying utilitarianism, consequentialism and welfare 
hedonism to this specific case. The theories will be applied to the case in order to set 
them in perspective and show how the theories can be understood.  
 
“Consequentialism provides a simple theory of the right: an act is morally right (or 
morally permissible) if and only if it produces the best consequences” (Kagan 1998: 
61).  
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In the case with Ken, who was diagnosed with terminal cancer and treatment does not 
improve his health; it was only going to get worse. His decision of going to 
Switzerland can be seen as the right choice for him. With all the emotional stress 
attached to the situation, their son and Judith had been researching on Mesothelioma 
to try and understand what was happening with Ken. His wife had, however, a very 
different view on his situation than Ken had. She had been fighting for him to get 
chemotherapy and that can also be seen as the right act with the best consequences, as 
it says in the text, “I knew Ken wasn’t going to get better, but I wanted him to enjoy a 
good quality of life as long as possible” (Appendix 2: L.46-47). This can been seen 
as a consequentialist view, through the fact that Judith thinks that treatment will bring 
the best consequences in that Ken can maintain a good life until it does not work any 
more. Judith could not predict the future; it was impossible for her to know that the 
treatment would not improve Ken’s health or life quality.   
 
It states in consequentialism: 
 
“We can simply say that you should perform the act with the best 
consequences, period. And this is exactly what consequentialism holds: in 
any given choice situation, the agent is morally required to perform the 
act with the best consequences” (Kagan 1998: 61). 
 
This quote underlines the need to act in such a manner, which yields the best 
consequences. Ken was not first in line to receive treatment, so Judith had to fight on 
his behalf against the health care system to petition his need and right for it. When he 
was finally given the chance to receive chemotherapy, it did not improve his 
condition. The doctor did not see any reason for him to get a third session; therefore 
the doctor has acted with the best intention, because he did not see any purpose of it. 
As it says in the Hippocratic Oath, “That above all else I will serve the highest 
'#"
"
interest of my patients through the practice of my science and my art” (Appendix 4: 
L.22-23)  
From the doctor’s view, he is not interested to put Ken through treatment, which 
would not help him and therefore might give Ken and his family false hope. On the 
other hand, the doctor could not predict how the third session would have helped, but 
as a doctor we assume that he has the specific knowledge and practice, which would 
justify him in his opinion, that it would be pointless to continue treatment. This is one 
of the main objections against consequentialism: that one cannot predict the future 
(Kagan 1998: 64). Therefore, one can never be sure of how the consequences of the 
act will turn out. The decision about ending the treatment for Ken is in his best 
interest. The consequences could have led in another direction than assumed, if they 
had continued treatment and he might have been able to improve the level of his pain 
for a while or recovered if his body had reacted according to treatment. Ken and his 
family trust the doctor and rely on his interpretation of the situation; they look to him 
for advice. There are many reasons for this natural trust in a physician. Doctors have 
to go through an extensive education in which science is constantly evolving and 
continually have to update their knowledge. As patients seeking answers to 
problematic scenarios, we lean on them for support and advice, and trust what they 
know and have learned, in their eight-year education program, is correct.    
 
In relation to consequentialism, we will be using welfare hedonism to analyze the 
text. There are two elements that are important, when speaking of a person’s well-
being. The two elements are pleasure and pain (Kagan 1998: 30). If pain greatly 
outweighs the pleasure then there is justification that life is not worth living. Ken 
ultimately decided that his life should end and therefore we can assume that he had 
been thinking about his life and the well-being of it. Life is worth living if pleasure 
and pain are skewed of each other; pleasure should outweigh pain so there is mostly 
good in life. There are certain things that we consider to hold value in our life and 
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these values sum up to our overall well-being, “and certain things will have an effect 
in almost all circumstances: money, a job, and opportunities, for example, will 
almost always raise your level of well-being; and poverty, disease, and enemies will 
almost always lower your well-being” (Kagan 1998: 30).  
 
As the day arrives, where Ken is going to take the life-ending drug, Ken is calm and 
he says ““Don’t be sad for me today,” he told us. “I’m not sad”” (Appendix 2: 
L.102). At this point we must consider what Ken has been through during his life. 
Welfare hedonism is a philosophical view of measuring between pleasure and pain 
(Kagan 1998: 30-31). In this theory the amount of pleasure is measured with pain and 
the outcome indicates the quality of life more specific: “add up the pleasures and 
subtract the pains. The greater the “sum” (that is, the higher the net balance of 
pleasure minus pain), the better life” (Kagan 1998: 31). It seems that Ken has full 
knowledge of his disease and cannot deny the fact that the pain will only increase. It 
is reasonable to suppose that he measured the present and future pain as weighing 
heavier than the pleasure, and therefore reached the conclusion that his life should 
end.  
 
The goodness of an act’s consequences is of importance in consequentialism, 
utilitarianism and welfare hedonism; whereas in deontology the intention of the act is 
of key importance. Deontology focuses on the difference between doing and allowing 
harm (Kagan 1998: 100-101). The next passage will focus on the deontological view 
to show the opposite direction than the utilitarian view.  
 
Ken’s case is quite different from Debbie’s because in this article we follow the 
events from the perspective of the wife. As we are receiving information on the 
actions of Ken through this article, we will explore how obligations or duties work 
when used on oneself. While the case of Debbie highlighted the deontological stand 
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on euthanasia from the doctor’s angle, this story will illuminate it from the dynamics 
between the family and the person who is going to be euthanized. That is to say the 
dynamics between duties unto others and duties unto oneself.  
 
First of all it should be noted that Ken’s situation seems hopeless. He has gone 
through two treatments of chemotherapy with little or no result. His doctor has 
essentially given up on treatment. As Ken’s condition is continuing to get worse, he 
ends up making the decision to end his life (Appendix 2: L.52-54). We will evaluate 
this decision from a deontological viewpoint with focus on whether or not active 
voluntary euthanasia and suicide is morally permissible. Before we reach the analysis 
of Ken’s case in relation to deontology, we will quickly summarize the most 
important points in deontology to provide an overview. 
 
Many of us seem to intuitively think that there is something wrong with committing 
suicide. When we hear of someone who took their own life we seldom think 'good for 
you', rather we think of it as a tragedy. To our commonsense morality, it seems as if 
suicide in general is wrong. It could be argued that this is so because it breaks the 
constraint against doing harm. It does, however, seem that the reason behind the 
suicide is important too. The suicide of a depressed teenager is likely to hit people as 
more tragic than that of an old sick man who grew tired of waiting to die. This 
suggests that there is more to the question of whether or not suicide is morally wrong 
than meets the eye. 
As we have already seen in Debbie’s case when we talked about the trolley case, 
there are certain situations where some of us would be willing to use another 
constraint than the constraint against doing harm. Maybe this too is the case when it 
comes to suicide. 
First, it should be mentioned that there are two ways we can talk about doing harm. 
There is the local- and global way. Shelly Kagan speaks of the example of a man 
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trapped beneath a tree: He will die if we do not free him, but in order to do so, we 
will have to cut off his leg. From a local viewpoint we are harming him when we cut 
off his leg and that is not permissible. From the global viewpoint, cutting off his leg 
is the lesser evil. We would leave this person worse if we did not cut off his leg. 
Therefore it is permissible (Kagan 1998: 86-87). From this we should understand that 
if the consequences are worse when there is no harm done, then doing harm is 
morally permissible. Commonsense morality accepts this in our everyday life. We do 
not find it morally wrong when doctors puncture the skin to give children a vaccine 
against an illness, because we know that they would be worse off if we did nothing. 
From this, it follows that from the global view, suicide or assisted suicide would be 
morally permissible from a deontological viewpoint, as long as the alternative leaves 
us worse off. 
This is a very important point when we talk about active voluntary euthanasia. In the 
cases we investigate, we are talking about terminally ill people in immense pain and 
with no hope of recovery.  
 
In the case of Ken, the doctors have stopped treating him, and we know that his 
situation is going from bad to worse. The only thing the future holds for him is more 
pain and more sedatives to combat it. As Ken chose active voluntary euthanasia and 
since he is willingly drinking the medicine that will end his life, we can say with 
certainty that we have his consent. When we take all these things into consideration, 
it becomes clear that the constraint against doing harm has not been violated. Neither 
has the constraint against intending harm, since on the global view, harm is not the 
plan, the exact opposite is true. This is supported by Kagan when he writes: "(...) 
even if consent is only effective in those cases where the person has good reasons to 
consent, suicide will still sometimes be permissible – provided that in some cases one 
can have good reason to kill oneself." (Kagan 1998: 148) 
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It seems however that since morality generally is more concerned of how we act 
towards other people and less concerned of how we act towards ourselves, the 
potential harm that Ken’s decision could do to his family is somewhat relevant. It 
might be possible to put together an argument against active voluntary euthanasia if 
the family is against the decision. It could be argued that as long as the family does 
not accept their relative’s choice to be euthanized, it is not morally permissible to go 
through with it. In Ken’s case, however, we do not have this problem. His family 
accepts his decision and supports him in it. Though it is never easy to say goodbye to 
a family member, it seems that the knowledge of what the diagnosis is going to put 
Ken through, is helping them understand his decision. In the article, we are told 
"Luke found it easiest to accept as he had spent so much time researching 
mesothelioma," (Appendix 2: L.76-77). It seems reasonable to say that with sufficient 
knowledge, many decisions become easier to accept, and in the case of active 
voluntary euthanasia, this is very likely to be true. 
With this in mind, it seems that we must conclude that there is nothing in this article 
that really argues against active voluntary euthanasia from a deontological viewpoint. 
This case has highlighted how the constraint against doing harm against oneself is not 
violated, as long as certain criteria are met. 
 
The theories, utilitarianism and deontology, have been used in our analysis of Ken to 
put them into perspective and given us a better understanding of them. Further on, the 
analysis will focus on our arguments and how they can be interpreted in Ken’s case.   
 
One of the most important arguments for pro-euthanasia is that ‘every person has the 
right to choose when they want to die’. Ken has decided how he wants to die and his 
wife Judith accepted this wish. However, in the article we can sense the frustration 
regarding the choice that Ken has made. At first, their children find it difficult to 
accept their father’s decision, as Judith points out, “Naturally, the children were 
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shocked and upset that this was how their dad wanted to die.” (Appendix 2: L.75-76) 
However, as a second argument supporting the use of euthanasia states that death is a 
private matter. Death is personal, in the fact that it is Ken’s decision on how to 
achieve his death, and since this does not harm anyone other than Ken, his family 
therefore has no right to interfere in the matter.  
 
Ken is very aware of his situation and how serious the consequences can be if he 
chooses to continue to live. His life would be consumed with pain, sickness and 
suffering; this cannot even begin to explain the hardships that he would have to 
endure. As another pro-argument for active voluntary euthanasia which refers to it as 
being a method to regain control and autonomy during a severe and terminal illness, 
it includes the consideration of the extraordinary means that would be used to keep 
him alive, which can be expensive, difficult, painful and even dangerous in some 
cases. Distinguishing between ordinary and extraordinary means to preserve life is 
when active voluntary euthanasia can be useful. Active voluntary euthanasia is in 
place to avoid the artificial preservation of life; the use of a feeding tube, breathing 
apparatus and excessive levels of morphine to numb pain are just to name a few. 
Living a comatose life, with little abilities is rather indistinguishable from death. As 
for Ken, maybe the hope for a more effective treatment in the future could keep him 
alive; but what is that worth if he is only alive due to machines and medication? Life 
is about having autonomy, which these machines and medications would interfere 
with. We can conclude from Ken’s actions that excruciating routine treatment for the 
duration of his life, was not worth living through, just to gain a couple of months.   
 
In opposition to the first argument, is the argument against euthanasia that every 
person has the right to choose life. As for Ken, who is in much pain and no seen 
improvement in his condition, he still has the choice to live; therefore receiving and 
following through with chemotherapy treatment and maybe with time, improved 
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treatment for his diagnosis. Even though as stated in the article, the treatment will not 
help him, the argument states that killing is morally wrong, no matter what.  This can 
possibly be the reason to why Judith has had such a hard time accepting her 
husband’s choice.  
 
Another argument against the use of active voluntary euthanasia is the fact that there 
is no adequate test for deciding at which point someone’s life is not worth living. 
What are the standards for when life is not worth living? And when these are not 
upheld, how do we know that it is morally acceptable to end that life? Due to the fact 
that these areas can be seen as grey areas, it is rather disputed what their adhering 
definitions can be regarded as. These questions cannot be answered concretely as to 
what is acceptable and unacceptable, that is whether active voluntary euthanasia 
should be used or not. We are not able to judge Ken’s situation as to when he should 
be allowed to follow through with active voluntary euthanasia, because there is a lack 
of standards and guidelines on how to judge this matter. From a moral standpoint, we 
agree that Ken made the right decision, in the sense that his suffering outweighed the 
good in his life, but can we agree that his life was or would be bad enough to end it? 
Others have been worse off, and still fight until the end; so when do we know if a life 
is bad enough to end? Can we really justify that Ken made the right decision by 
ending his life early?  
 
In addition to the two arguments already mentioned, there follows another strong 
argument against the use of euthanasia. The argument of palliative care can be 
directly related to Ken’s situation, and many other terminally ill patients. Every year 
the healthcare system has made some positive gains in their research. Treatment for 
ill patients becomes faster and more effective due to the advances of technology and 
the knowledge in the field of healthcare. This means that active voluntary euthanasia 
will be less necessary, if the treatment becomes more effective and it improves the 
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life quality for patients. The outcome of the action is therefore in a consequentialist 
view the best solution for the patient, because the pleasure will improve and pain will 
diminish. Many feel that a total rejection of active voluntary euthanasia may hold 
positive effects of advancing healthcare even more and developing more human 
forms of terminal care. If active voluntary euthanasia is in place, many fear that it 
will be considered an easy route for ending terminal illness and thus become more 
popular amongst those suffering. If this is in fact so, where is the motivation to save 
lives and develop advanced treatments for terminally ill patients? Active voluntary 
euthanasia could be seen as an easy and painless end to the complications of living 
with a terminal illness. The healthcare system may rely more on active voluntary 
euthanasia as an answer to this problem, rather than fighting through the obstacles of 
researching and developing new and better treatment for terminally ill patients.  
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Cancer dad joins the fight against euthanasia bill saying: I’m glad I 
decided to live 
 
We have chosen to analyze this article because it has a different focus compared to 
the other cases we have been analyzing. This article is clearly against active 
voluntary euthanasia. It is evident through his strong opinions that choosing active 
voluntary euthanasia was not the right choice unlike the two other cases, which were 
very much biased towards active voluntary euthanasia. By analyzing this case we get 
an angle, which seems more critical towards active voluntary euthanasia than the 
other cases we have been analyzing. This will put our theories in another perspective 
as we will be focusing on the arguments of palliative care and the slippery slope 
argument. In this article palliative care is shown to be a better solution than active 
voluntary euthanasia and the possibility of it being a slippery slope towards 
something worse, the reader will be able to see another perspective of the debate of 
active voluntary euthanasia than they have been seen in the previous cases. The 
conclusion of this analysis and the arguments within will be considered further in our 
discussion section, which will come directly after the analysis.  
 
The article was brought in the paper The Observer in May 2006 and is about David 
Williams who chose not to take the offer of active voluntary euthanasia, when he was 
ill. David Williams is planning to be against the vote they are going to take to the 
parliament, which will legalize euthanasia in England. David Williams is supporting 
the pressure group “Care Not Killing” (Appendix 3: L.41). Compared to the other 
two cases that we have chosen, this case is more political and has a personal angle 
against active voluntary euthanasia. The article is written in cooperation with the 
political editor Gaby Hinsliff.  
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Before we begin our analysis it is important to point out that this is a very subjective 
article. This is important to have in mind while reading and analyzing it, because it 
has a clear agenda in order to convince people that voting for the euthanasia bill is 
wrong and it should not go through to parliament. The bill is concerning terminally ill 
adults who can ask the doctor to help them die. (Appendix 3: L.11-12) 
This article has comments from a cancer patient, whereas in It’s over Debbie and Ken 
had the right to die the way he wanted the viewpoint is from a doctor and Ken’s wife. 
 
As this article is against active voluntary euthanasia, one of the prominent arguments 
used in the article against euthanasia is that you have the right to life. However, it is 
interesting how David explains the way he considered active voluntary euthanasia 
because he was “in terrible pain and fearful of the distress he was causing his 
family” (Appendix 3: L.23-24) and it was “purely on the basis of the suffering my 
wife was going through” (Appendix 3: L.25-25). Nevertheless he chose not to go 
through with it and was instead admitted to a hospice where he received palliative 
care and his cancer went into remission (Appendix 3: L.27-29).  
His concern is that an ill person will choose active voluntary euthanasia, because they 
feel pressure from how their family is struggling and they are not in the right state of 
mind, i.e. depressed about their diagnosis.  
 
If we look to the classical utilitarian argument on minimizing pain and maximizing 
pleasure (Kagan 1998: 30-31) and apply it on David’s situation when he was first 
diagnosed it could be as follows: If David had chosen active voluntary euthanasia his 
pain would be gone and the family would have had time to prepare and begin their 
grieving process early which could minimize their pain as well. If we look in 
retrospect, as the article does, his choice to go to a hospice and receive end-life-care 
made his cancer go into remission. This choice was then also a choice to minimize 
his pain, which turned out to maximize his happiness, which can also be said as his 
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pleasure. According to the article, it also maximized his family’s happiness in the 
way that his children did not become orphans when his wife died from cancer shortly 
afterwards.  
 
In the article the reader gets an indication of what kind of suffering David is referring 
to; we could assume it is not only the emotional suffering but also economic.  
It is pointed out that David is a successful service manager in a car dealership firm 
but there is no mention of his wife’s occupation, so we could assume that she is a 
housewife, who takes care of the household and their three children and therefore 
they depend on David’s income. This means that if David was going to be a long-
term patient they might not have been able to afford the hospital bills and this could 
have been a burden on David’s shoulders, which could be why he had suicidal 
thoughts because it would be easier for his family in an emotional and economic 
sense, if he chose to let a doctor give him a life ending drug. 
 
The doctor told David that he would be in a wheelchair when he was 37 and most 
likely dead when he was 40 years old, because of his tumor on the spine. David 
started struggling with back pain, when he was 35 years old. Again looking to 
utilitarianism’s classic argument of pain and pleasure; if we measure the pain with the 
happiness and the outcome was more happiness than pain, then the right decision 
would be to continue life with the pain there could be. His well-being will depend on 
his pleasure and pain. David is now in a wheelchair due to his tumor and even though 
we can imagine that this will change his life than the pleasure of being alive and still 
being able to care for his children makes the happiness and pleasure much more than 
the pain he might be experiencing due to his illness.   
Pleasure and pain can be measured differently from individual to individual, but the 
total amount and the best outcome or consequence is what counts (Kagan 1998: 30). 
However, one objection towards consequentialism is that you cannot predict the 
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future and this means that we cannot be sure what is the best possible action with the 
best outcome. Even though one cannot predict the outcome of an action one can 
instead say it was the right choice for David to continue to fight for his life: “A few 
years after his recovery, his wife contracted liver cancer and died suddenly. Had he 
opted for suicide, he points out, his children would have been orphaned.” (Appendix 
3: L.34-36).  
When David was diagnosed he had five years to live. Five years is a long time but 
what would the five years have been like? David is described as a successful man, 
who had a job people would die for, a lovely family and in general a life one could be 
happy with (Appendix 1: L.30-31). We are told in the article that when David looks 
back on his course of illness he thinks he was depressed and therefore saw active 
voluntary euthanasia as an option, because it would be easier for him.  (Appendix 3: 
L.30) 
 
In the article another commonly used argument comes into play; palliative care, as a 
solution instead of euthanasia. As we see in David’s case and as mentioned earlier, his 
cancer goes into remission and we can assume that he is enrolled in a palliative 
treatment to decrease his pains and symptoms when we hear that he is admitted to a 
hospice. Palliative treatment can be seen as a good thing from the utilitarian view, 
because palliative treatment minimizes pain for patients and maximizes pleasure and 
their quality of life during illness. It is an option for patients who have a life 
threatening disease such as cancer.  
Palliative care is a solution, which is mentioned in the article as an opponent to active 
voluntary euthanasia. They bring in David’s point of view and story in order to 
support their opinion that euthanasia is not a solution. Palliative treatment is a strong 
argument against active voluntary euthanasia, but as the ethics expert Baroness 
Warnock argues that active voluntary euthanasia would not be necessary if the 
palliative treatment was perfect (Appendix 3: L.55-56), though “this is a distant 
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prospect and I do not believe that everyone would prefer palliative care. There are 
those for whom it would be a nightmare and who would prefer death to the drawn-out 
process of being kept alive and conscious” (Appendix 3: L.56-59). From this we can 
assume that she is a supporter of active voluntary euthanasia and that people should 
have the choice whether or not they want to make use of it. David’s strongest 
argument against euthanasia is as following “I do worry if they pass this law that it 
would be used for the wrong reasons. People would be put under pressure because 
when you are ill, you just want to do whatever is the easiest thing” (Appendix 3: 
L.42-43). David has personally been through a roller coaster ride during his illness; 
receiving a death sentence from the physicians, becoming depressed, recovering and 
then relapsing, therefore he can be seen as a credible source on the topic. For him, 
active voluntary euthanasia would have been an easy way out in his time of despair 
but now he is afraid that if euthanasia is made legal it will be used for the wrong 
reasons, especially when palliative care is more progressed and better than it was 
when he was ill the first time. This is where the ‘slippery slope’ argument comes into 
play and this is probably what David is referring to in the quote above. If they were to 
allow euthanasia to become legal it could possibly lead to cases where it would be 
exploited such as “terminally ill people may feel pressurised into ending their lives” 
(Appendix 3: L.51-52) or lead to cases with impermissible killings such as 
involuntary euthanasia. The problem, as stated in the article, is that there is no 
certainty that euthanasia will not be abused. 
Returning to the utilitarian argument of maximizing pleasure and minimizing pain  
for the greater number (Kagan 1998: 30-31), we can see that Peter Saunders, a 
general surgeon and director of the organization Care Not Killing says:  
 
“Suicidal thoughts are not uncommon at the time of first diagnosis, and 
before people have had the opportunity not just to hear about what 
palliative care is offered but to experience it, (…) The minority who might 
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want to die, he said, did not have the right to a change in the law that 
could put others at risk” (Appendix 3: L.67-70).  
 
In other words, most patients would probably rather receive palliative care than 
active voluntary euthanasia and as Peter Saunders says and in David’s first hand 
statement, many patients are depressed when they are first diagnosed with a terminal 
illness therefore we could argue that it would not be morally permissible to suggest 
active voluntary euthanasia when they, i.e. the patients, are not in a rational mindset. 
Peter Saunders also suggests that it would not be in the best interest of the majority of 
ill patients that euthanasia should be legalized since it could possibly put them in 
danger of foul play. 
 
In the following section we will be looking at the arguments from a deontological 
view. 
The use and common positive end results of palliative care is an argument commonly 
used in opposition to active voluntary euthanasia. In best-case scenarios, palliative 
care is used to reach recovery, and in worst-case scenarios it is used to regulate the 
patient’s pain and suffering. Many terminally ill patients receive treatment in the 
form of palliative care thereby increasing their quality of life: such as regulating their 
level of pain therefore making it bearable on a daily basis. David Williams, after 
being diagnosed with a tumor on his spine, “(…) was eventually admitted to a 
hospice in nearby Penarth and treated by Baroness (Ilora) Finally, the renowned 
expert in end-of-life care. His pain was made bearable and the cancer went into 
remission.” (Appendix 3: L.27-29). If it was not for the palliative care David had 
received at that hospice, he would be dead today; either from committing suicide, 
following through with active voluntary euthanasia, or letting the illness run its 
natural course. Palliative care often goes hand in hand with hope; hope for a better 
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future for the terminally ill patient and hope for a cure and fast recovery. The 
statement, “(…) while there is hope, there is life” (Twycross 1995: 143), is the 
essential idea of hospice care, and in David's case, he was lucky and brave enough to 
endure the harsh times, and in his case the end result lead to remission. He was 
stabilized with the use of treatment and medication during his stay in the hospice with 
focus on palliative care. Although, “(…) Williams's cancer recently returned and he 
is in a wheelchair” (Appendix 3: L.40) in the moment he made the best possible 
decision he could. The fact that his cancer returned is irrelevant in the deontological 
viewpoint of David’s case, because no one can surely know what the consequences 
hold of certain actions, and the actions taken during the journey are more important 
than the outcome. David is unable to predict what the future holds, and due to this the 
deontological view that supports his actions were the best taken in the situation he 
was placed in. With the support of his family, David was able to endure the pain and 
suffering at the time, to enjoy the positive things he already has in his life.  
Even though David admits to being blessed in his life with a wonderful job, lovely 
home and family, he struggled psychologically with his illness and its suggested 
terminal fate. Not only does the terminally ill patient suffer, but the family and loved 
ones surrounding them do too. As stated in the article,  
“Williams now thinks he was probably depressed by his illness: 'I had a 
job that a lot of people would die for: I had a nice house and three lovely 
children, fantastic wife and everything was great. And then it all went 
wrong. Things do flash by you at that point.'”(Appendix 3: L.30-33).  
Terminally ill patients often experience depression. Knowing soon that their lives 
will end, yet not knowing exactly how and when is a psychological burden. Patients 
often place their families and loved ones before themselves, just as David did 
(Appendix 3: L.25-26). He was worrying about his wife’s suffering while, he himself 
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was practically on his death bed. Although active voluntary euthanasia can relieve the 
terminally ill patient of their pain and suffering and put them to rest, it does not solve 
the problem like palliative care possibly can. Palliative care tackles the problem of 
the illness head on and tries to find solutions, by giving treatment and medication to 
the patient. This can also, as mentioned before, give the patients themselves, and 
more importantly, families hope for recovery and increase quality of life for the 
patient. Palliative care is a chance for a new life after illness, if it can be cured or 
regulated. Active voluntary euthanasia, however, stops the pain forever and life is 
lost.   
As David expresses throughout the article, he is pleased with the fact that he did not 
use active voluntary euthanasia or try to commit suicide. As stated in the section of 
the project labeled types of euthanasia, it is a criterion under active voluntary 
euthanasia that the patient is mentally healthy. In David’s case and many others, 
depression can cause irrational thinking and poor judgment skills. He was not 
psychologically ready to make such a decision to end his life while under such stress 
from the situation. At that time, suffering from depression, he would not be able to 
rationalize his actions and see the possible, and very probable, psychological 
implications he would place on his family. As seen from the deontological 
perspective, David made the best decision he could by reaching out for help, in the 
form of palliative care.  
David has another reason as to why active voluntary euthanasia would have been the 
wrong choice while contemplating life or death; “a few years after his recovery, his 
wife contracted liver cancer and died suddenly. Had he opted for suicide, he points 
out, his children would have been orphaned” (Appendix 3: L.34-36). Although 
David was not aware of the fact that his wife would also become terminally ill and 
eventually pass away, he was lucky enough that his actions, at the time, were also the 
best actions to yield the best consequences; utilitarians and deontologists, although in 
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opposition, can agree on this factor that his actions and consequences happened to be 
the best he could take.  
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Discussion 
 
In this section we will be discussing the three texts that we have chosen to analyze 
where we will look at the similarities and differences. We will also be discussing our 
conclusions which we arrived at in the analyses. Furthermore, we will touch upon 
how our two theories have developed our understanding of active voluntary 
euthanasia with help from the arguments and examples in our cases. The reader will 
see that our opinions towards the theories have changed in the course of the analysis 
and further more through our discussion. We will then be debating four out of our 
eight arguments by using our findings in the analysis to determine whether or not 
they can be seen as valid arguments in practice. Finally, we will have a general 
discussion about whether or not active voluntary euthanasia is ethically and morally 
permissible.  
 
We chose to incorporate three various cases including three different perspectives. As 
mentioned before, these cases are personal stories told by different people: a doctor, 
family relatives, and one from the patient himself. It was important for us to include 
various aspects to one similar scenario. Even though their stories are not quite the 
same, we are able, from the different perspectives, to see how the various characters 
would react in such situations. From this we can see that the doctor reacts to Debbie’s 
predicament, the way he knows and has learned through his education. Ken’s wife 
reacts, in a loving and nurturing manner, to help her husband and get her family 
through the situation the best way possible. David can be seen to react as many 
patients would in his situation.  
In addition, we found it critical to include different cases with various viewpoints of 
active voluntary euthanasia. Two of the cases are for the use of active voluntary 
euthanasia, while the last case is strictly against active voluntary euthanasia. Debbie’s 
case was particularly controversial, due to the fact that we found the doctor to be 
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quite hasty with his decision in administering the lethal injection. His decision was 
drawn upon the fact, as we can read in Debbie’s case that Debbie said she wanted to 
get it over with. Whether or not she was referring to the use of active voluntary 
euthanasia or not, we will never know, but the doctor reacted in a way he thought was 
in accordance with Debbie's wishes. The Ken case was also special because he took a 
trip to Switzerland in order to be able to use active voluntary euthanasia. This 
extreme case of going the extra mile, for something he really wanted, goes to show 
how appealing active voluntary euthanasia can be in the right circumstances. The 
David case is in opposition to the two earlier cases. David is strictly against the use of 
active voluntary euthanasia, after what he himself has experienced in his life. It was 
crucial for us to find a case, which was against active voluntary euthanasia, and we 
found this in David’s case. Due to the fact that we discuss the arguments for and 
against active voluntary euthanasia, we wanted the cases to cohere, by showing that 
we are aware of the different ways patients and their surrounding peers react to 
situations that might be alike.  The one similarity between the cases is that they all 
suffer from life threatening diseases. Besides that the three cases are different. 
However, in the Ken and David cases they both considered and thought about active 
voluntary euthanasia. We do not know, if Debbie thought about active voluntary 
euthanasia as Debbie’s case is only from the doctor’s point of view and he makes the 
decision for her. 
 
First we want to focus on the one statement we have from Debbie: “Lets' get this 
over with” (Appendix 1: L.33). We think that there might be more than one way to 
interpret this. It is entirely possible that the doctor has the right idea, but it could also 
be imagined that she just wanted to get the routine check over with, and get her dose 
of pain-relieving drugs. We hear in the article that: “The room seemed filled with the 
patient's desperate effort to survive.” (Appendix 1: L.29-30). By mentioning this, the 
doctor might just refer to the fact that Debbie's body is trying to survive, but it could 
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also be a sign that Debbie is consciously trying to survive. From the doctor's 
viewpoint this might not be very important, because the doctor knows that her bodily 
functions are at a stage where it will only get worse and there is no hope for 
improvements. We have to be aware that Debbie was very sick, and that there was no 
hope for a cure which is also stated in the article. The doctor's intention therefore is 
not to harm her, but to leave her better off by sparing her from continued suffering 
and discomfort. Here we see the link to Ken. Ken was also sick to a point where there 
was no hope for a cure, and treatments were stopped. Contrary to Debbie, Ken was 
still well enough to express his concerns about how he was going to die, and then 
planned to take matters into his own hands and organized the trip to Switzerland. 
While it was not obvious in the text that Debbie had given her clear consent to be 
euthanized, Ken took the lethal dose himself, and thereby exercised his freedom of 
choice – he had the consent of himself and his family. This is an important fact. 
While we think that the doctor acted in Debbie's best interest, it would be easier to 
justify it if Debbie had expressed herself more clearly. In Ken's case this was not an 
issue. From a deontological viewpoint it seems important that Ken and Debbie are 
both left better off; this is true in both cases. Seeing as consent is also important, 
Debbie’s case is not as easy to sanction.  
In utilitarianism it is easier to sanction both cases because they end up with the best 
possible consequences for Debbie and Ken. The consequences are better because the 
amount of pain would increase and the amount of pleasure would decrease as time 
goes on, but by ending their lives we get a standstill that is preferable to an 
overweight of pain.  
Ken and David are both family fathers. The big difference is that Ken has adult 
children and David has young children that are still dependent upon their parents. If 
parents have an obligation to take care of their children, Ken was more justified than 
David in thinking about active voluntary euthanasia because his children could 
manage without him. David's thoughts about active voluntary euthanasia are so early 
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in the process, before the results of the treatments are known, that he could not be 
justified, had he chosen to be euthanized at that point. It is crucial here to see that the 
doctors had given up on Ken, whereas with David they had barely begun treating 
him. David could very well in the future be justified in being euthanized. This is 
because the text tells us that his cancer has returned (Appendix 3: L.40). If it gets to 
the point where the doctors give up on treating him, he would be justified just as Ken 
was. So what we see is that in Debbie's and Ken's cases, active voluntary euthanasia 
was the most humane and compassionate thing to do because they were both better 
off in the end. In David's case active voluntary euthanasia would not have been 
justified, because we clearly see that he would have been worse off if he were dead, 
since he actually recovered and his wife died shortly after. From this we can conclude 
that it is essential when considering the option of active voluntary euthanasia to be 
aware of the course of one's illness, it should only be considered when all other 
possible options have been exhausted. 
 
When we chose the two theories; utilitarianism and deontology, we were fairly 
certain that we would have two theories that would oppose each other, with 
utilitarianism being for active voluntary euthanasia and deontology against. During 
the analysis our assumptions were disproven. It is very clear to us now that 
utilitarianism supports active voluntary euthanasia, as we expected, but only in 
situations like terminal illnesses when the consequences of doing nothing are worse 
than the consequences of losing one's life, measured in the outcome between pain and 
pleasure. What we mean by this is that when the patient's level of pain is sufficiently 
high and his level of pleasure sufficiently low, the consequences of active voluntary 
euthanasia, removing pleasure and pain altogether, is preferable. In relation to the 
family of the patients it is very likely that euthanizing a loved one in terrible pain, 
will shorten their grieving process hence minimizing their pain.  
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Deontology, contrary to what we expected, is not entirely against euthanasia as long 
as certain criteria are met. The most important criteria are that the constraints against 
doing and intending harm are not violated. They are not violated in situations where 
euthanizing someone is leaving them better off. This is essentially an argument 
regarding consequences just like the one in utilitarianism. They differ because the 
consent is also very important to deontology. In suicide situations we have this 
consent by definition, so in Ken's case it is a non-issue. In cases like Debbie's, it is 
more important to have clear consent. It should be stressed that the constraints against 
harm are not being violated in the same way, as when a doctor amputates a leg in 
order to save someone's life. We accept harm as long as the goal is to minimize future 
harm, and if this is the goal with being euthanized, it is morally permissible. 
There are some problems with the theories. In utilitarianism we have the obvious 
problem of predicting the outcome of the future consequences. We might think that 
active voluntary euthanasia is the action with the best consequences now, but we 
could be wrong. To overcome this, we would have to take this into account and make 
sure that all other options have been exhausted before we choose this final way out. It 
is by no means an insurmountable problem as long as we are actively aware of it.  
In deontology the greatest obstacle might be the different kinds of deontologists out 
there, many of them have different constraints that they accept and reject. An 
example could be the trolley case, from Shelly Kagan, which we mentioned in the 
deontology analysis on Debbie. Where some deontologists would like it to be 
permissible to throw the switch and kill one instead of five, others were perfectly 
content with doing nothing and killing the five. Any sanction from deontology 
towards active voluntary euthanasia, must then meet a narrow definition in which we 
accept the distinction between global and local harm, which Shelly Kagan speaks 
about (Kagan 1998: 86-87). 
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We will now go on to look at the arguments for and against active voluntary 
euthanasia and see whether or not they are valid and how they will support our 
conclusion. 
 
Due to the fact that active voluntary euthanasia is such a controversial topic, there are 
many arguments supporting it as well as opposing it. The arguments, which we 
define and discuss, are just a few of the many that exist in the discussion of active 
voluntary euthanasia and its use. Of the eight arguments that we discuss in detail in 
the analysis, we have decided to pull four specific arguments into this discussion. 
Two of these arguments are from each of our two main theoretical perspectives. One 
consists of the deontological view; the idea that it is forbidden to do or to intend 
harm. The other holds the utilitarian view; minimizing pain while maximizing 
pleasure. These two arguments seemed interesting and crucial to discuss further in 
this section. We will also look at the slippery slope argument as well as the palliative 
care argument.  
 
The deontological argument against euthanasia is that it is forbidden to cause harm. It 
is wrong to harm someone, and it serves as a constraint, when we are judging a moral 
act. However, with the administration of active voluntary euthanasia as an act; can 
we say that it would be causing or doing harm to another human being? From the 
local harm view we would have to answer yes, the drug would harm the person, 
because the drug is taken to end that person’s life, as they would no longer have the 
ability to take a breath of air or formulate a sentence. On the other hand, the lethal 
drug can be seen to relieve someone of harm if the person was suffering under 
extreme circumstances but in a rational state of mind. Therefore, they have decided to 
make the conscious decision of ending their life by receiving rest in a peaceful and 
painless manner, and in this global perspective we are not violating the constraint 
against harm since we are leaving the person better off.  
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How can we forbid another person to cause local harm, if the end consequence which 
is death, would be the best possible scenario for the terminally ill patient? It would 
not really be harm, if the person is better off than they were before. Yet again, how 
can we define that they are better off than they were before? This is a problematic 
question, when speaking of well-being and the idea of having the patient’s best 
interests at heart. There are no written standards for when to argue that a life is not 
worth living and how being better off can be measured on a scale. How can we 
effectively measure pain versus pleasure? On most well-functioning people it would 
be close to impossible. It would seem that we would need an extreme case to reach a 
conclusion. So, while from a deontological point of view there is a general constraint 
against doing harm. It seems that in extreme situations it is preferable to do nothing, 
but in the case of active voluntary euthanasia, it is only permissible as long as it is the 
only way to relieve a person of their pain.  
From the utilitarian viewpoint of maximizing pleasure and minimizing pain, it is 
certainly permissible to euthanize someone if the pain outweighs the pleasure to such 
a degree that pleasure cannot be obtained, and there are no future prospects of that 
changing. If we cannot change this situation in the future, then active voluntary 
euthanasia becomes the only viable instrument to bring balance to the scale of pain 
versus pleasure.  
 
The palliative care argument argues that we should not legalize active voluntary 
euthanasia but instead focus on giving the patients palliative care. It fails as an 
argument against active voluntary euthanasia because it is not sufficiently developed 
at this time to remove the pain from all terminally ill patients. If it can be optimized 
in the future, the argument would stand stronger. It would also negate the harm 
argument, since people would no longer be left in less pain after being euthanized. It 
should be mentioned though that it is possible to think of a situation where a patient 
is held painless, but where euthanasia might still be a valid option. An example could 
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be a patient who is paraplegic. He might be pain free and better off than before, but 
with his consciousness intact he is able to think freely. In such a situation it seems 
likely that some patients would wish to end their lives instead of being forced to wait 
20 or 30 years for a natural death. We could also imagine a situation where a patient 
is comatose. As Jonathan Glover states, a patient in a comatose state is 
“indistinguishable from death” (Glover 1977: 46). In other words death by active 
voluntary euthanasia is equal to lying unconscious in a comatose state. Therefore, we 
can conclude that active voluntary euthanasia, in this specific scenario, would be a 
justifiable option. However, in opposition to this, how do we know that the patient 
will not suddenly awake from their comatose state? This has happened many times 
before in our medical history. We cannot predict the future, so maybe we should 
abstain from using passive euthanasia on comatose patients.     
 
Whenever someone brings up the topic of active voluntary euthanasia, some version 
of the slippery slope argument follows. It entails that when something happens, 
something worse will follow. As mentioned in the arguments section, if active 
voluntary euthanasia is legalized, it can lead to impermissible killings. However, we 
have some concerns with this argument. Our first concern is how it can be applied to 
almost any topic. We do not make medicine illegal just because it can lead to abuse 
and death. We would need some precautions to minimize impermissible killings and 
general abuse.  
For example, it should not be possible for anyone to go to their local pharmacy and 
buy a drug to end one's life without having gone through extensive tests which would 
include a mental health test and other precautions. The slippery slope argument is not 
so much an argument against active voluntary euthanasia per se, but rather an 
argument against uncontrolled access to active voluntary euthanasia. As we have seen 
throughout history, many societies tend to accept the risk of human casualties for the 
sake of progress. For example the Netherlands was the first country to legalize active 
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euthanasia (“The Independent”). Even though there was a danger of impermissible 
killings, the Netherlands assessed that the positive consequences would outweigh the 
possible negative consequences. From this we can conclude that the slippery slope 
argument is a valid and useful argument when dealing with major issues because it 
makes us consider all the possible consequences. Taking the slippery slope argument 
into account makes it more likely that we will make educated decisions.  
 
We know that many people have a 'common moral outlook' but does this entail that 
we all agree on the morals and ethics behind the topic of active voluntary euthanasia? 
Surely our sense of morality depends largely on factors like time, culture and place in 
the society that we live. Holding slaves 200 years ago was not commonly thought of 
as immoral, and in parts of Africa the use of child soldiers is not considered ethically 
wrong, but to much of the world it seems unethical, this clearly shows that 
commonsense morality is not a universal thing. 
After the analysis of our cases we have changed our opinions on the subject but this 
does not mean that others will arrive at the same conclusion as we have. We believe 
that active voluntary euthanasia is morally and ethically permissible. For instance if a 
person is terminally ill, then they should have the right to choose when they wish to 
end their life. It seems unfathomable for us that someone should be held in their pain 
and suffering if it is an option for them to receive assisted suicide from a 
professional. Others would believe that this opinion is unethical and not morally 
permissible due to the fact that the professional, i.e. the physician, would actively be 
taking a life. For many it is never ethically or morally permissible to take a life even 
though the person whose life we are speaking of wishes this. There would have to be 
some sort of precautions and requirements, as we spoke of earlier, though the process 
of making many agree on the same terms would prove difficult. We can also see this 
in Denmark with the Danish Counsel of Ethics (“Etisk Råd”), who are in charge of 
making decisions on such ethical and moral matters; they could not reach an 
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accordance in which active voluntary euthanasia would be deemed ethical and 
morally permissible and furthermore be put up for legislation.  
In Denmark it is permissible to let terminally ill patients die, i.e. take out the feeding 
tube and slowly let them starve to death, this is also known as passive euthanasia. 
How can this be seen as a more dignified and moral way to die versus letting a 
rational and conscious, terminally ill patient decide for themselves when they want to 
end their life? It is our belief that it will be a long time before we will reach a 
majority decision on the matter and pass a bill as they have done in the Netherlands.  
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Conclusion 
 
Of the six types of euthanasia we chose to focus solely on active voluntary euthanasia 
due to its controversial nature, reputation and moral importance. Within the concept 
of morals, there is a difference between doing and allowing harm. The doing and 
allowing distinction was also considered when deciding to revolve the entire project 
around active voluntary euthanasia. This declares that doing harm weighs heavier 
when it comes to moral importance than allowing harm does. The moral difference 
between allowing harm: Passive euthanasia and doing harm: Active euthanasia 
heavily influenced the reason that we chose to focus on active voluntary euthanasia in 
this philosophy project.     
 
After contemplating all the points made in our discussion we are able to arrive at the 
conclusion that active voluntary euthanasia is morally permissible as long as certain 
precautions are taken and requirements met. The most crucial precautions include a 
mental health test in order to declare the patient rational as well as a certainty in the 
course of the patient’s terminal illness. In order for active voluntary euthanasia to be 
sanctioned by utilitarian and deontological theories, we have to be as certain as 
possible that the nature of the patient’s illness is in fact terminal and that there is no 
hope for a cure in the future.  
 
Through our analysis of the three cases, we have reached the conclusion that the 
utilitarian argument that maximizing pleasure and minimizing pain is a valid and 
preferable moral reasoning. Even though palliative care has a strong case against 
active voluntary euthanasia as we saw in David's situation, we still believe that it is 
not sufficiently effective for it to be considered the only solution when having a 
terminal disease. The analysis of Debbie and Ken's cases supported the claim that 
palliative treatment can only relieve pain to a certain point. In our opinion when 
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palliative care is no longer sufficient in controlling pain, then active voluntary 
euthanasia is a morally permissible option for those who wish to receive it.   
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Dansk referat  
I denne opgave undersøger vi hvorvidt aktiv dødshjælp er moralsk forsvarligt eller ej. 
Vi starter ud med at gennemgå flere af de klassiske argumenter for og imod. Derefter 
analyserer vi tre forskellige artikler. Den første artikel omhandler Debbie, en ung og 
kronisk syg pige med stærke smerter. I denne artikel ender hendes læge med at give 
hende en dødelig dosis morfin. I den næste artikel følger vi Ken som er dødeligt syg. 
Efter al behandling er slået fejl, beslutter han sig for at rejse til Schweiz hvor det er 
muligt at få aktiv dødshjælp. I den sidste artikel følger vi David Williams der 
overvejer muligheden for aktiv dødshjælp, men ender med at lade være. Han 
overvinder sygdommen og lever efterfølgende i mange gode år. I analysen afprøver 
vi de etiske teorier; utilitarisme og deontologi for at se hvilke meninger der opstår ud 
fra dem. Vi ender herefter ud i en diskussion om de tre artikler og hvad vi lærte af at 
analysere dem via de etiske teorier. På baggrund af diskussionen konkluderer vi at 
aktiv dødshjælp er forsvarligt så længe en række krav er opfyldt. 
 
English summary! ! !
In this paper we are investigating whether or not active voluntary euthanasia is 
morally permissible. We start out by going through some of the classic arguments for 
and against euthanasia. We then go on to analyze three articles. The first article is 
about Debbie, a young girl with terminal cancer that ends up getting euthanized by 
her doctor. In the second article we follow Ken. After failed treatment, he chooses to 
go to Switzerland in order to get euthanized. In the last article we follow David 
Williams that considers the possibility of euthanasia after he gets cancer, but ends up 
not doing it. Instead he overcomes it and goes on to live a good life for many years. 
In the analyses we use the ethical theories of utilitarianism and deontology in order to 
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see how they stand on the subject of active voluntary euthanasia. We end up 
discussing the three articles and what we have learned from the analysis. In the end 
we conclude that active voluntary euthanasia is morally permissible as long as certain 
criteria are met. 
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Appendix 2 $"
'Ken had the right to die the way he %"
wanted' &"
Six months after he was diagnosed with terminal cancer, Judith '"
Johnson's husband announced that he wanted to decide when and ("
how he would die. She describes the difficult final journey they )"
made as a family *"
  !+"
  !!"
  The Guardian, Friday 7 November 2008 !#"
 !$"
Judith Johnson. Photograph: Christopher Thomond !%"
Ken first started to complain of tiredness and back pain in November 2005. !&"
His doctor diagnosed fluid on the lung and sent him for the first of a !'"
seemingly endless round of tests to establish its cause. We had to cancel our !("
flight to Thailand, where we had planned to go for a three-month break. Since !)"
taking early retirement from his job as a pharmacist, Ken had started !*"
spending the winter months in warmer countries, anywhere he could indulge #+"
his passion for golf. I had recently retired from my job as a social worker and #!"
planned to do voluntary work, teaching English at a school. My hope was that ##"
Ken would be given the all-clear and we would still be able to go, a bit later #$"
than we had wanted. #%"
It never happened. Five months later Ken was diagnosed with a cancer called #&"
mesothelioma. We were told it was terminal and that he had just 18 months #'"
to two years to live. #("
For Ken, the news was confirmation of what he had long suspected. As a #)"
medical professional, he had known what his symptoms were pointing to. His #*"
first thought was to look after me and our three grown-up children, Luke, 35, $+"
Jake, 30, and Anna, 26. $!"
I was the one who was shocked and tearful. We were approaching our 40th $#"
wedding anniversary and had been looking forward to entering a new phase $$"
in our lives. Now there was nothing we could do but make the most of the $%"
time we had left together. $&"
But that didn't stop us questioning why this had happened. Mesothelioma $'"
usually affects people who have worked with asbestos. This didn't apply in $("
Ken's case; he was only 65, he played golf and tennis regularly and went to $)"
the gym. He didn't smoke or drink to excess. He could have gone on living an $*"
active life for years. %+"
Breaking the news to our children was the hardest part. Anna was in Australia %!"
travelling with a friend and Jake was working in South Africa, but they both %#"
made plans to return home. Meanwhile Luke, who works in IT, arranged to %$"
spend one day at home with us each week, helping me research %%"
mesothelioma. The nature of my hope had changed, but it was still there. I %&"
knew Ken wasn't going to get better, but I wanted him to enjoy a good quality %'"
of life for as long as possible. %("
His specialist had mentioned that he could have chemotherapy to reduce the %)"
tumour on his lung, but I realised I was going to have to battle with the NHS %*"
to get it. The terminal nature of his illness meant that he wasn't first in line for &+"
treatment. I went to see my MP and fired off letters to specialists. After some &!"
months, Ken was finally given the go-ahead to have chemotherapy. Sadly &#"
though, the first two treatments did little to improve his symptoms and his &$"
oncologist agreed that it wasn't worth him having a third dose. &%"
A few weeks later, his condition worsening by the day, Ken turned to me and &&"
said, "I don't want to go on like this. I want to go to Switzerland." &'"
I knew that Ken was referring to Dignitas, the Swiss group that helps &("
terminally ill people end their lives. I remembered watching a news report &)"
about a GP who had gone there with her children and my heart had gone out &*"
to her, but I hated the thought of Ken going to a strange country to die. I told '+"
him I didn't want to think about it, most of all that I didn't want him to be '!"
thinking of it. But his mind was made up. "I don't want to have to wait to die," '#"
he said. '$"
It felt like a total turnaround for me. I had been fighting for Ken to get '%"
chemotherapy; I had been actively involved in a campaign that gave us hope. '&"
This was the antithesis of hope. Ken said he had considered taking his own ''"
life but didn't want to risk the attempt failing. I didn't try to talk him out of his '("
decision. Ken had a right to die the way he wanted. ')"
We decided not to tell the kids until Ken had been given the go-ahead by the '*"
clinic, but it was hard because we had always shared everything. Christmas (+"
came and we all put on a brave face. Luke, Jake and Anna might not have (!"
known what their dad was planning, but they must have realised that this was (#"
the last Christmas they would share with him. ($"
In January 2007, three months after Ken's decision, he received an email with (%"
a date for him to go in March. Naturally, the children were shocked and upset (&"
that this was how their dad wanted to die. Luke found it easiest to accept as ('"
he had spent so much time researching mesothelioma, and grasped how (("
much pain he was in. But whatever they felt personally, none of them ()"
questioned whether or not they should join us. We had always been united as (*"
a family and this would be no different. )+"
I helped Ken arrange our flights to Switzerland and spoke to Dignitas. )!"
I was told that I would be seen by a doctor, coroner and police officer after )#"
Ken had died. This filled me with apprehension. We told a handful of friends )$"
and family members what we were going to do and although they were )%"
shocked at first, they quickly gave us their support. Ken wrote letters for me )&"
to send to other friends when I got back to the UK. )'"
The journey to the airport was surreal. )("
To a casual observer we must have looked like a normal family going on a ))"
nice trip together. We were all painfully aware that this wasn't the case. At )*"
one point we narrowly avoided a collision with another car. "We'll all die *+"
together," Anna quipped and I found myself laughing, grateful of something to *!"
lift the mood. *#"
We were met at the airport in Zurich and driven to our hotel. Then Ken saw a *$"
doctor who approved the prescription of drugs for him to take the next day. *%"
They were the drugs that would end his life. We all tried not to think about it *&"
as we had our last evening meal together at a restaurant. This was not a time *'"
for meaningful exchanges. Ken was finding it hard to sit up so Luke took him *("
to sit in a comfier chair while the rest of us finished our pasta. *)"
We all felt drained by the journey and the effort it took not to break down. We **"
knew that if one of us started, it would set the others off. !++"
At breakfast the next morning, Ken was the epitome of calm. !+!"
"Don't be sad for me today," he told us. "I'm not sad." !+#"
After breakfast we were taken to an apartment block in the city's outskirts. !+$"
Two Dignitas volunteers took us to an impersonal looking room where Ken !+%"
had a final interview. He was discreetly filmed as he confirmed that he was !+&"
acting of his own free will. !+'"
The volunteers were incredibly kind and respectful. They told Ken that he had !+("
a beautiful daughter. "I have a beautiful family," he replied. The drug he was !+)"
given to take his life came in liquid form. Before he drank it he gave us each a !+*"
hug and little private message. We held his hand as he swallowed. Moments !!+"
later he fell asleep. !!!"
It was a pain-free, peaceful death, just the way he wanted it. There were no !!#"
doctors in white coats, no injections. It was as far from a medical procedure !!$"
as you can get. !!%"
Afterwards, I went with the children and met with the doctor, a coroner and a !!&"
police woman, all of whom treated us with the utmost respect. Not once did !!'"
we consider the possible legal implication of what we had just done. We had !!("
simply wanted to be with Ken as he carried out his wish. !!)"
Two days later, I travelled back to Lancaster without my husband of 40 years. !!*"
I organised a ceremony to celebrate Ken's life, reminding myself of his wish !#+"
for me not to be sad. !#!"
More than a year since his death I have no regrets about what we did, and !##"
I'm fortunate to have supportive friends and family who have helped me cope !#$"
with my grief. I followed Debbie Purdy's battle with the high court with interest !#%"
and my hope now is that the law will one day change so that people with !#&"
terminal illnesses can chose when and how to die. !#'"
Ideally, Ken would have liked to have been at home when he died, not in !#("
some anonymous room in an unfamiliar country. But he made the best of a !#)"
dreadful situation and I'm immensely proud of him for that. !#*"
• Judith Johnson was speaking to Danielle Wrate. For more information about !$+"
Dignity in Dying visit www.dignityindying.org.uk."!$!"
Source: http://www.theguardian.com/politics/2006/may/07/uk.constitution !"
Appendix 3 #"
Cancer dad joins fight against euthanasia $"
bill saying: 'I'm glad that I decided to live' %"
 Gaby Hinsliff, political editor  &"
   '"
  The Observer, Sunday 7 May 2006 ("
 )"
Doctors have launched a new battle against euthanasia ahead of a crucial *"
vote in parliament, arguing that seriously ill patients who beg to end their lives !+"
often go on to change their minds. Peers will vote on Friday on a private !!"
member's bill that would allow a terminally ill adult to ask a doctor to help !#"
them die, so long as they were judged to be suffering unbearably. !$"
Doctors opposed to what is termed physician-assisted suicide argue it would !%"
lead to pressure on vulnerable people not to be a burden to their carers, and !&"
they are rallying patients who have suffered serious degenerative illness in !'"
support of their argument. !("
David Williams, 51, a father of three from Cardiff, is backing the campaign. !)"
He was a 35-year-old successful service manager for a car dealership when !*"
he began suffering severe back pain, and was eventually diagnosed with a #+"
tumour on the spine. Williams was told he would be in a wheelchair by 37 and #!"
most likely dead by the time he was 40. He had surgery just as his third child ##"
was born. #$"
Bedridden, in terrible pain and fearful of the distress he was causing his #%"
family, Williams said if doctor-assisted suicide had been available he would #&"
have considered it 'purely on the basis of the suffering my wife was going #'"
through'. #("
Williams was eventually admitted to a hospice in nearby Penarth and treated #)"
by Baroness (Ilora) Finlay, the renowned expert in end-of-life care. His pain #*"
was made bearable and the cancer went into remission. Williams now thinks $+"
he was probably depressed by his illness: 'I had a job that a lot of people $!"
would die for: I had a nice house and three lovely children, fantastic wife and $#"
everything was great. And then it all went wrong. Things do flash by you at $$"
that point.' $%"
Williams has another reason to be glad he is alive. A few years after his $&"
recovery, his wife contracted liver cancer and died suddenly. Had he opted $'"
for suicide, he points out, his children would have been orphaned. $("
'I used to look at the baby in the cot and think "I can't do this." I look at him $)"
now, and I can see me in him: and I just thank God I didn't do it,' he said. 'I $*"
am more than grateful that I am here for [the children] now.' %+"
Williams's cancer recently returned and he is in a wheelchair. He is %!"
supporting the pressure group Care Not Killing, of which Finlay is a member, %#"
and vehemently opposes the bill: 'I do worry if they pass this law that it would %$"
be used for the wrong reasons. People would be put under pressure because %%"
when you are that ill, you just want to do whatever is the easiest thing.' %&"
The private member's bill, drawn up by Lord Joffe, has its second reading in %'"
the Lords on Friday. It is unlikely to pass without government support. %("
However both supporters and opponents believe that if it fails it will be %)"
reintroduced to the Commons in a similar form, and possibly with greater %*"
momentum. &+"
David Cameron, the Tory leader, has written to opponents pledging to vote &!"
against the bill on the grounds that 'terminally ill people may feel pressurised &#"
into ending their lives'. &$"
Supporters of the bill argue that in the US state of Oregon physician-assisted &%"
suicide has been introduced without problems. Writing in The Observer &&"
today, the ethics expert Baroness Warnock argues that while assisted suicide &'"
might not be needed if palliative care were perfect, 'this is a distant prospect &("
and I do not believe that everyone would prefer palliative care. There are &)"
those for whom it would be a nightmare and who would prefer death to the &*"
drawn-out process of being kept alive and conscious'. '+"
Supporters cite the case of Diane Pretty, the motor neurone disease sufferer '!"
who went to court seeking the right to die at a time of her choosing rather '#"
than in what she feared would be a distressing manner as the disease '$"
advanced. '%"
However Peter Saunders, a general surgeon and campaign director of Care '&"
Not Killing, says while cases like Pretty's are high profile, Williams's ''"
experience may be more common. '("
'Suicidal thoughts are not uncommon at the time of first diagnosis, and before ')"
people have had the opportunity not just to hear about what palliative care is '*"
offered but to experience it,' he said. The minority who might want to die, he (+"
said, did not have the right to a change in the law that could put others at risk."(!"
Source: http://weill.cornell.edu/deans/pdf/hippocratic_oath.pdf !"
Appendix 4 #"
Hippocratic Oath  $"
I do solemnly vow, to that which I value and hold most dear: %"
That I will honor the Profession of Medicine, be just and generous to its &"
members, and help sustain them in their service to humanity; '"
That just as I have learned from those who preceded me, so will I instruct ("
those who follow me in the science and the art of medicine; )"
That I will recognize the limits of my knowledge and pursue lifelong learning *"
to better care for the sick and to prevent illness; !+"
That I will seek the counsel of others when they are more expert so as to !!"
fulfill my obligation to those who are entrusted to my care; !#"
That I will not withdraw from my patients in their time of need; !That I will !$"
lead my life and practice my art with integrity and honor, using my !%"
power wisely; !&"
That whatsoever I shall see or hear of the lives of my patients that is not !'"
fitting to be spoken, I will keep in confidence; !("
That into whatever house I shall enter, it shall be for the good of the !)"
sick; !That I will maintain this sacred trust, holding myself far aloof from !*"
wrong, from #+"
corrupting, from the tempting of others to vice; #!"
That above all else I will serve the highest interests of my patients through ##"
the practice of my science and my art; #$"
That I will be an advocate for patients in need and strive for justice in the #%"
care of the sick. #&"
I now turn to my calling, promising to preserve its finest traditions, with the #'"
reward of a long experience in the joy of healing. #("
I make this vow freely and upon my honor. #)"
2005. Weill Cornell Medical College, New York, NY. #*" "$+"
